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BONE MARROW 
IN TUBERCULOSIS 


“Of late I have been using RED BONE MARROW (Armour & Company) in place 
of the Malt and Cod Liver Oil. It is pleasanter to take, and of easy assimilation, and its ef- 
fects are quickly apparent. All tuberculous patients soon suffer from anemia, and by promot- 
ing the development of red blood corpuscles, cell resistance to the tubercular organism is in- 
creased. It is by nutrition and oxidation that the progress of the disease is arrested, our aim 
being to improve the resisting force of the body. The importance of this remedy was first 
impressed upon me while treating some soldiers suffering from malarial cachexia. Where 
tissue changes and waste with their resulting anemia are progressing rapidly, the RED BONE 
MARROW is a valuable remedy, due to the ease with which it is assimilated, and its reten- 
tion by delicate J. Whalen, M. D., in ‘‘Medicine.” 


Extract of Red Bone Marrow is 


indicated in tuberculosis, anemia, chlorosis, marasmus, rachitis, malaria, and 
all diseases dependent upon a depraved condition of the blood. Dose: One 
to four teaspoonfuls, well diluted, four times a day. 


ARMOUR & COMPANY, CHICAGO. 


PERRIN & SMITH PRINTING CO., ST. LOUIS. 
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SYRUPUS 


SVRUP HYPOPHOS, COMPOUND with 
QUININE, MANGANESE and STRYCHNINE. 


Syrupus Roborans as a Tonic During Convales- 
cence has no Equal. 


As a nerve stimulant and restorative in wasting and debilitating diseases, as a 
ccnstructive agent in Insomnia, Pneumonia, Tuberculosis, Bronchial Asthma, 
Marasmus, Strumous Diseases and General Debility, this compound has no superior. 

SYRUPUS ROBORANS is in perfect solution and will keep in any climate. 


Dr. W. O. ROBERTS says:—In cases convalescing from ‘La Gri > SYRUPUS 
ROBORANS has no 


ROBORANS 


Peter’s Peptic Essence Comp. 


A POWERFUL DIGESTIVE FLUID 
IN PALATABLE FORM. .. 


Please note that Essence and Elixir Pepsin con- 
tain only Pepsin, while in Peter’s Peptic Essence 
Compound we have all the Digestive Ferments, 


It is a Stomachic Tonic and relieves indigestion, flatulency, and has the remark. 
able property of arresting vomiting during pregnancy. It is a remedy of great value 
in Gastralgia, Enteralgia, Cholera Infantum, and Intestinal Derangements, expec. 
ially those of av inflammatory Character. For nursing mothers and teething child. 
ren it has no equal. 


Samples sent upon application. 


Express Charges at Your Expense. 


For Sale by all Wholesale Druggists. 


ARTHUR PETER & CcoO., LOUISVILLE, KY. 


SANMET TO piseases. 
A Sclentific Blending of True Santal and Saw Palmetto in a Pleasant Arematic Vehicle. 
A Vitalizing Tonic to the Reproductive System. 


SPECIALLY VALUABLE IN 
PROSTATIC TROUBLES OF OLD MEN-—IRRITABLE BLADDER— 
CYSTITIS-URETHRITIS—PRE-SENILITY. 


OD CHEM. CO., NEW YORK. 


DOSE:—One Teaspoonful Four Times a Day. 


Trophonine 


a palatable and nutritious liquid food, contains the nutritive elements of beef, wheat gluten 

and nucleoalbumins, so prepared as to be readily absorbed and aid almost immediately in the 

process of reconstruction. It furnishes the sick with the largest possible supply of nourish- 
ment and with the minimum tax on the digestive organs. 


Protonuclein 


by increasing the number of Leucocytes, destroys toxic germs, increases the inherent resist- 
ance to disease, quickens glandular activity, arouses the nutritive forces, gives tone to the 
system, and stimulates cell-life throughout the organism. 


Peptenzyme 


is the only perfect digestant. It digests: every variety of food. In physiological activity it 

presents the active and mother ferments of the entire group of digestive organs. It aids di- 

gestion by furnishing an additional supply of protoplasmic material out of which active fer- 
ments are elaborated, and perfects the process by increasing cellular activity. 


PATHOLOGICAL, CHEMICAL AND BACTERIOLOGICAL LABORATORIES. 


WE RESPECTFULLY SOLICIT THE PATRONAGE OF THE MEDICAL PROFESSION TO THESE NEW BRANCHES OF OUR 
LABORATORIES. FOR ILLUSTRATED BOOKLET AND FEE TABLE, ADDRESS 


Reed & Carnrick, = = 42=46 Germania Ave., Jersey City, N. J. 
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THE STATUS OF GYNECOLOGICAL WORK AMONG THE . 
INSANE AT LONDON ASYLUM, ONTARIO. 


BY A. T. HOBBS, M. D., LONDON, ONTARIO. 
Of the Ontario Asylum for the Insane. 


Among the present methods of treatment in vogue at the 
Asylum for Insane, London, surgical gynecology fills an import- 
ant place. In combination with, or as an adjunct to, the ordinary 
forms of treatment of insane women it is of great value. 

Tonics, massage, serum therapeutics, sedatives, occupation, 
rest, etc., are all more or less valuable in meeting the various 
conditions that must perforce prevail in different patients. But 
will tonics repair a torn perineum, will massage disperse a fibroid 
tumor of the uterus, will occupation tend to relieve a dislocated 
uterus, will serum therapy remove ovarian of tubal disease, or 
will sedatives correct a lacerated cervix? 


The usual methods of treatment will no doubt improve an 
insane patient’s general condition; but who would pronounce a 
woman to be sound in body with any of the surgical diseases 
mentioned still existent? For the restoration of the healthy fuuc- 
tionating of a “mind diseased” all the bodily organs should be 
placed on a sound physiological basis. Socrates’ maxim, “the 
part can never be well unless the whole is well,” is very appli- 
cable to cases such as these, 

A sound mind then depends upon perfect harmony prevailing 
between the organs of the rest of the body and those of the 
cerebral system. The whole treatment of insanity resolves itself 
into efforts to promote good physical health, unless the brain 
itself is actually diseased. The organs of reproduction, as every 
one knows, fulfill an important function in the human economy. 
In the female they are much more complex than in the male and 
more liable to break down; as women, especially during the period 
of motherhood, are unfortunately subject to many accidents and 
consequent disease pertaining to child bearing. These derange- 
ments of the pelvic organism with its complex mechanism and 
its intricate physiological machinery necessary for the propoga- 
tion of the species develop a train of symptoms peculiar to the 
female sex. These disturbances (which are directly nervous in 
character) continuing for a period, undermine the normal func- 
tions of their cerebral centres and ultimately profoundly affect 
the powers of reason and thought. This sequence of insanity is 
almost certain to occur in women of a nervous temperament and 
of a markt hereditary history and often will follow in females of 
moderate mental stability but whose sanity cannot withstand the 
continued assaults of pelvic irritation. 

In these cases, and there are many in institutions similar to 
ours, one may apply the tonics, the massage, the rest treatment, 
the serum therapy, or any other one or more of the recognized 
methods for promoting physical health, but there will, in spite of 
all this, be a large percentage of patients whose mental condi- 
tion will fail to respond to one’s utmost endeavors. But if in ad- 
dition to all these standard modes of treatment the doctor in- 
vokes the aid of modern gynecological measures in suitable 
cases, he will, judging from our experience in this hospital, most 
assuredly recover the sanity of a still larger percentage of female 
lunatics than would be possible without its help. 

Let me state positively that the extirpation of any pelvic 
organ (or the removal of any part) from an insane patient, unless 
for pathological reasons and which operation would undoubtedly 
be indicated in a sane womag, is totally unjustifiable and would 
certainly warrant the condemnation of all thinking physicians. 
Unfortunately, however, there is a section of the medical profes- 
sion in this country which has jumpt to the conclusion that this 
is the tenor of the work done here. It seems useless to deny 
such charges and futile to ask those who oppose the work to 
come and investigate our methods of conducting surgical gyne- 
cology. Physicians have, however, been known to remove ap- 
parently healthy uteri or their adnexa, purely for the insanity 
feature in a patient. I recently witnest a dangerous approach 
to this in one of the large hospitals of the Western States. 
With others I was invited to see a vaginal hysterectomy which 
was done on a female about 35 years of age who was mentally 


deranged. The diagnosis of the pelvic disease was a retroverted 
and subinvoluted uterus with ovaries slightly cystic. ‘The organs 
were all freely movable. The operator in the case had had no 
experience in psychology, simply giving the reason that he hopea 
the operation would cure the patient of her insanity. Such an 
operation would not be regarded as justifiable in our institution. 

The field for legitimate surgical gynecology in institutions 
devoted to the care of the insane is a large one and is compara- 
tively unexplored. Conducted under proper precautions and by 
experienced gynecologists associated with psychologists, the in- 
troduction of modern surgical treatment is of incalculable benefit. 
I fail to understand the antipathy some psychologists profess to 
have against the use of knife upon an insane woman. They will 
shelter themselves behind any excuse and instead of trying to re- 
lieve these unfortunate human beings of miserable and painful dis- 
eases that often falls to their lot, they will let them suffer untold 
miseries before they will even allow any investigation or physical 
examination to be made of the insane women under their 
charge. 

To give some idea of the good work that could be done let us 
examine the statistics of the last United State census. It showed 
that out of every 100,000 men then living 167 were insane and 
out of the same number of women 174 were insane. It alsu ug- 
ures out that of every 1,000 insane men, 602 were unmarried, 
and out of every 1,000 female insane, 390 were single. ‘These 
statistics show that there are more insane women than men 
proportionately. Also that there is a predonderance of insane 
single men over insane married men, while insane married 
women nearly double the number of insane single females. The 
deductions to be made from these figures are that more single 
than married men become insane because of the exposures, the 
dissipations and irregular habits that they are subject to. On the 
other hand I firmly believe that the reason for the overwhelming 
excess of insane married women over single is because of the 
wrecking of the general health following the accidents and dis- 
eases that maternity entails, and the subsequent erfect of these 
bodily ailments upon the mental condition. 

Taking as a basis the figures of the last census and applying 
them to the institutions of today it would show that in the 
asylums of the United States and Canada there are 130,000 insane 
women incarcerated and that of these nearly 80,v00 were in the 
marital state when admitted. Will any one dare claim that this 
vast army of mental cripples having prévious to their mental af- 
fliction borne children are entirely free from pelvic disease? Is 
it possible that these thousands of poor lunatics are to be dented 
special attention because of some pseudo-philanthropists who say 
that their sexual organs should not be toucht or treated becuuse 
they are insane? Alas the poor lunatic! 


A perusal of the results obtained at the London Asylum by 
the aid of surgical gynecology should convince these faltering 
ones of the error of their ways. 


We have examined during the past six years, generally under 
an anesthetic, 286 female patients and have found organic dis- 
ease in some one or more of the pelvic organs in 243 of them; 
only 43 patients out of the entire number examined having been 
found entirely free from such disease. Of the 243 cases of or- 
ganic disease we have operated upon 226—there remain two to 
be attended to, while there were 15 cases which, altho the sub- 
jects of organic disease, will not for various reasons be operated 
upon. 

The 226 case upon which we have operated presented the 
following pathological conditions, often several in a single case: 
In 19 there was dysmenorrhea or menorrhagia; in 89 there was 
disease of the endometrium; in 123 there was subinvolution of the 
uterus; in 48 there was hypertrophy of the cervix; in 53 the cer- 
vix had been lacerated; in 34 the cervix was cystic; in 5 there 
was polypus of the cervix; in 17 uterine fibroids; in 1 epithelioma 
of the uterus; in 1 sarcoma of the uterus; in 77 there was retro- 
version of the uterus; in 8 there was complete procidentia of the 
uterus; in 38 ovarian tumor often with disease of the tubes; in 
48 there were perineal injuries with their sequential results; in 1 
rectovaginal fistula; in 1 hematoma of the vulva. A total of 564 
diseased conditions in 226 patients. 
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The operations performed (often several in one case) were 
the following: 


Curettage and divulsion 177 times. 
Suspension of displaced uterus .......... 70 
Laparotomy for tubercular peritonitis ................ 2 “ 
Operation for hematoma of ovarian ligament ........ pa 
Operation for hematoma of vulva . bis 
Total number of operations 409 


The results of these 409 operations performed on 226 patients 
have been, so far, as follows: 

First, as regards bodily health: In 4 cases the patients died 
as a result of the operation. In nearly all of the rest of the cases 
in which there has been time for any result to follow, the physi- 
cal health of the patient has been restored or greatly improved. 
Then as regards mental health: In 93 cases the patient recovered 
from her insanity; in 56 other cases there has been improvement, 
often very markt, in the mental health of the patient; and in 73 
cases there has been, so far, no improvement in the patient’s men- 
tal health. So that 149 of the 222 who survived the operation, 
either recovered their mental health or this was improved. 


In some of these cases, no doubt, the patient would have recoy- 
ered her mental health or this would have improved without any 
operation, but I am certain that in many cases there would have 
been neither improvement nor recovery. 

But, it will be said, if many cases are really recovered or 
improved by the aid of this method of treatment, surely the sta- 
tistics of the asylum would show the influence of this additional 
factor. Well, so they seem to do. For instance: The average 
recovery rate, including cases improved, in the male halls of this 
asylum for the five years, 1886-’90, calculated upon admissions 
was 36.24; in the next five years, 1891-5, it was 34.22; and in the 
next quinquennial period, 1896-1900, it was 35.92. The actual 
figures being: 


Date. Admitted. Discharged, Recovered or Improved. 
1886-90 298 108 
1891-95 412 141 
1896-1900 873 1384 


In the women’s halls the average recovery rate, tncluding 
cases improved, for the five years, 1886-90 calculated upon the 
admissions, was 37.2 per cent; in the next five years, 1891-95, it 
was 37.9 per cent. But in the next five years during which the 
gynecological work was a factor, that is, in 1896-1900, the recoy- 
ery rate rose to 52.7 per cent. The actual figures being: 


Date. Admitted. Discharged Recovered or Improved. 
1886-90 228 85 
1891-95 332 116 
1896-1900 334 176 


The recovery rate on the men’s side and on the women's side 
down to 1895 was the normal, ordinary recovery rate of this 
asylum, the advance on the women’s side, 1896-1900, has undoubt- 
edly been due to the gynecological work done at this asylum dur- 
ing the past six years. And the facts presented mean that about 
60 women have by that means been restored to health within that 
limited time! 

We wer? told some years ago that it would require two years 
of this work to show whether or not it was of any value; we now 
have a record of it for six years and so far it seems to bear the 
test of time very well. 

Finally I desire to say that we never operate for insanity, 
but always for the relief of some actual, demonstrable, disease 
or displacement. Also that we never operate without the con- 
sent of the patient’s friends; and that her physician is always 
consulted and is askt to be present at the operation. As a mat- 
ter of fact the woman’s family physician very often assists at the 
operation and always consents to and endorses the work. 


Dr. A. Primrose, Associate Professor of Surgery in the Uni- 
versity of Toronto, read an instructive paper at the Canadian 
Medical Association this year, in which he advocated Kocher’s 
method of excision of the tuberculous knee joint; and recited the 
histories of a few cases, in which he had obtained excellent re- 
sults. The operation was made clear by blackboard illustration, 
and at the conclusion of the demonstration the author was highly 
complimented by Mr. Owen, of London. 


THE OPERATIVE TREATMENT OF PROCIDENTIA UTER] 
IN ELDERLY WOMEN. 


BY A. LAPTHORN SMITH, B.A., M. D., M. R. C.S. ENG., MONTREAL, QUEB 


ellow of the British and American Gynecological Societies; Professor of Clinical 
Gynecology in Bishop’s University; Surgeon to the ‘Western Hospital; 
Surgeon in Chief of the Samaritan Hospital for Women; Gynecol- 
ogist to the Montreal Dispensary and Consulting’ Gyne- 
cologist to the Woman’s Hospital, Montreal. 


The condition of an elderly woman of between fifty and 
seventy-five years of age with the uterus hanging outside of her 
body is a sad one and has attracted the attention and sympathy 
of the physician from time immemorial. She may only be fifty 
years of age and otherwise in good health, thus having thirty 
years more to live (which is quite a lifetime of itself) but with 
her remaining years made miserable and embittered by her in- 
firmity. Ifor she must wear some kind of a support and every 
time she moves her bowels or passes water she must remove her 
bandange and replace it. It is impossible for her go about with- 
out wearing some kind of external support, since owing to the 
large size of the vulvar opening even the largest sized pessaries 
will drop out. Even if the perineum is not sufficiently lacking to 
prevent a pessary from being retained, still the trouble of looking 
after a pessary is a considerable one, while the presence of a ring 
in the vagina which is not lookt after is not without danger; there 
being many cases on record, and I have seen some of them, in 
which the pessary has cut thru the vagina and has only been 
extracted with great difficulty. 

The majority of these cases have a lacerated cervix, and in 
fact this and the laceration of the perineum were the initial 
lesions which brought about the prolapse. Tor the laceration pre- 
vented involution of the uterus and the latter organ instead of 
becoming small and light remained large and heavy. Owing to 
the too general practice of keeping women lying too long on 
their back after confinement the subinvoluted uterus becomes a 
retroverted one by mere gravity. When the woman gets up the 
bowels fall in front of the uterus and the round ligaments are 
unable to pull the fundus forward again, and the uterus is forced 
to a lower plane in the pelvis. There being no perineal support 
to oppose both gravity and intraabdominal pressure the cervix 
appears at the vulva bringing the bladder and rectum with it. 
If the laceration of the cervix is a severe one the consequences 
are more serious, for the scar tissue in the angle of the tear is 
not suited for the rough usage to which it is subjected. Every 
time the woman sits down it is bruised and bleeds and often 
sticks to the clothing. It is no wonder therefore that I have on 
many occasions found cancer developing in the angle of the tear 
and for that reason alone have had to remove the uterus. In 
other cases I have found a large chronic ulcer covering the whole 
of the cervix, and bathed with a foul smelling purulent or 
bloody discharge. 

I believe that there are several thousand such women in Can- 
ada, and it is with the hope of rendering the remaining years of 
these women’s lives happier that I take this means of bringing 
the very satisfactory modern treatment of this condition before 
the profession of the Dominion. For I feel certain that any 
woman who has been cured or any physician who has seen the 
results of the operation will have little difficulty in persuading 
others to avail themselves of it. The only difficulty lies in the 
prevailing notion that a woman of fifty or sixty or seventy has 
seen her best days and that it is not worth while doing anything 
to make more comfortable the short time she has still to live. 
There are several mistakes in this belief—the first of them being 
that a woman of seventy has only a short time to live. Tor 
instance I was called a little over twenty years ago to attend 
a lady of seventy-four who had fallen on the icy pavement and 
broken her thigh bone. As much care was taken in setting it as 
tho I expected her to live to be ninety. And it was well that I 
did so for she is now ninety-four years old and apparently in the 
best of health, and taking keen enjoyment in life. 

Several women from whom I have removed the uterus for 
elongation of the cervix for prolapse, after they had reacht the 
age of sixty-five, have already lived from one to five years in per- 
fect comfort and will probably live as many more. And even if we 
knew beforehand that they were only going to live five years 
more it would still be well worth while to operate on them in or- 
der to make them comfortable for that length of time. 

A few months ago I removed from an old lady of seventy-five 
a uterus which had been out of her body for more than twenty 
years. There was a large malignant-looking ulcer on it, due to its 
adhering to the clothing every time she sat down. After remov- 
ing the uterus which was five inches long I repaired the perineum. 
Altho her ateries were very hard and there was an arcus senilis 
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she bore the operations remarkably well; she was only on the 
table an hour for the two of them and did not lose more than 
three ounces of blood, most of which was lost during the perine- 
oraphy. I have seen this patient many times since as she has 
brought several of her friends to consult me and she assures 
me that she feels like a young woman. I have strongly advised 
her to get a set of artificial teeth by the aid of which there is no 
reason why she should not enjoy life for another twenty years 
or more. 


We have two operations to choose from according to the de- 
gree of the prolapse and the size of the uterus. If the latter is 
small and not far enough out of the body to become ulcerated, 
the safest operation is to make a small incision in the abdomen 
and catching the fundus with the bullet forceps draw it up to 
the incision and scarify the whole anterior surface of the fundus, 
and then sew it to the abdominal wall with buried chromicized 
catgut, after which the vaginal outlet is narrowed by a large 
anterior and posterior colporrhaphy. : 


If, however, the uterus is very long (sometimes the sound 
measures seven or eight inches deep) and especfally if it is badly 
ulcerated, it is better to perform vaginal hysterectomy, and after 
bringing the stumps of the broad ligaments firmly together to 
sew up the roof of the vagina and then to close up the perineum. 


In one of my cases the first and simpler method by ventro- 
fixation failed completely to cure the trouble, altho technically 
the operations were perfectly successful. That is to say that 
while the fundus remained firmly attacht high up to the ab- 
dominal wall, yet the cervix soon appeared at and eventually pro- 
truded thru the vulva. At the operation the sound entered four 
inches, but tho an inch was taken off the cervix then, yet three 
or four months later the vagina and bladder and rectum seemed 
to have dragged the cervix down and elongated it until the 
sound entered seven inches. Then when I tried to remove the 
uterus by vaginal hysterectomy I found it impossible to detach 
the fundus from its attachment to the abdominal wall—it had 
become so adherent—so I had to be content with removing the 
lower five inches of the uterus and fastening the vagina to the 
remaining two inches. This was a very long and difficult pro- 
ceeding but the woman eventually made a good recovery. In 
the second case I profited by my first experience und did not at- 
tempt to detach the fundus but merely amputated the lower half 
of the uterus and she has also made a good recovery. But I 
learned two things from these two cases: first that ventrofixation 
is sometimes at least really a fixation and if properly done, a 
most reliable means of fastening up the uterus; and second that 
it must not be employed when the uterus is elongated, in which 
case there must be a preliminary amputation of the cervix, or 
what is much better the whole uterus should be removed by the 
vagina. There is one advantage, however, which ventrofixation 
and amputation of the cervix possesses over removal of the 
uterus, namely, that the bladder and vagina are drawn up by 
ventrofixation better than when the uterus is removed. How- 
ever, by doing a Stoltz operation to narrow the anterior vaginal 
wall and a Hegar to narrow the posterior one the vulvar outlet 
generally becomes quite small enough to keep the cystocele and 
rectocele in. I say generally, for the cure of cystocele is one of 
the most difficult results to obtain. Martin of Berlin says he has 
had these patients return again and again for recurrence of it 
altho he adds that they were mostly in working women who had 
to return to their arduous occupations rather too soon. It is ad- 
visable therefore to keep these patients in bed six weeks instead 
of three in order that the plastic adhesions may have the time 
to become strong. As I have already stated in several of my 
other articles, ventrofixation has given me the most satisfaction 
of any operation I have ever performed especially when com- 
bined with amputation of the cervix and anterior and posterior 
colporrhaphy. 


EARLY RECOGNITION BY THE SURGEON OF TYPHOID 
PERFORATION. 


RY ALEX. McPHEDRAN, M. D., TORONTO, ONT. 


That typhoid perforation, early recognized, can be successful- 
ly treated by surgical operation is now admitted. The question: 
“How may perforation of the bowel in enteric fever be early 
recognized?” is of interest to every surgeon. The symptoms are 
generally considered to be so markt as to render diagnosis easy 
and certain; but they are not always so. 

The symptoms lookt for are those of perforative peritonitis: 
sudden onset of pain in right iliac fossa, soon spreading to the 


entire abdomen; early and recurring vomiting; rigidity of abdo- 
minal parietes, with distension; costal breathing; and signs of 
collapse (fall of temperature, pale and pincht features and rapid, 
small pulse). Later, as reaction sets in the temperature rises, 
the pulse increases in frequency, the surface bevumes livid and 
covered with cold, clammy perspiration; and with the escape of 
gas into the peritoneal space the area of liver-dullness in front 
and side becomes tympanitic.* 

But in cases of great severity the symptoms may be markt— 
markt delirium and great abdominal distension being the chief 
signs. 

The symptoms may also be non-typical when the case is 
characterized by great debility. 

But it should especially be borne in mind that with perforation 
of the bowel in persons ordinarily robust, in whom the typhoid is 
pursuing a mild course, there may be none of the striking symp- 
toms mentioned. These are the cases, too, in which the best re- 
sults can be anticipated from surgical measures. The difficulties 
are well illustrated in the following cases: 


A book-keeper, aged 48, came under treatment in autumn 
for extheme dyspnea due to pressure on the bronchus by a syphi- 
loma in the apex of the right lung. Potassium iodide was given 
freely with complete relief to his dyspnea and restoration of good 
health. In the following January he felt indisposed and his appe- 
tite failed. The temperature and pulse were normal, and his 
indisposition .was attributed to disturbance of digestion by the 
iodide. I was requested to see him a week later and found that 
he had been suffering from pain in the abdomen for two days. 
He had not considered it severe enough to be of much moment. 
The peritoneal cavity contained some fluid, which was evidently 
due to subacute inflammation. Two days later he died, and on 
post-mortem examination two small typhoid ulcers were found 
in the lower part of the ileum, one of which was perforated and 
a considerable quantity of intestinal contents had escaped into 
the peritoneal cavity. This was a case of apyrexial typhoid ina 
man in fair physical condition, and yet perforation withouc any 
localizing adhesions caused symptoms of only moderate severity, 
not sufficient to alarm him or his friends. 


A second case was that of a young farmer who was admitted 
to the Toronto General Hospital in October, 1897. His after- 
noon temperature was about 102 degrees I’., and his general con- 
dition was good. At the end of the third week, in the afternoon, 
he complained of pain in the hypogastric zone. Being in the hos- 
pital at the time, I examined him. The pain was not severe. 
There was no disturbance of temperature, pulse, or respiration. 
The abdominal wall was not rigid, but pressure in the lower part 
caused some increase of the pain. Rectal examination revealed 
nothing abnormal. The house-physician was directed to watch 
the condition closely and to report later in the evening if the pain 
persisted. By some misconception, instead of reporting he gave 
sulphate of morphine gr. 1-4th hypodermically. This maskt the 
symptoms and gave him a good night’s rest. On the following 
afternoon the pulse, temperature and respiration, and the ap- 
pearance of the abdomen were not altered, but the facial expres- 
sion was more anxious, and the abdomen somewhat more tender. 
As the patient’s condition was good and a perforation very prob- 
able, an operation was done by my colleague, Professor Cam- 
eron. On opening the abdomen, the peritoneum was found some- 
what congested. A large perforation was found in the ileum, 
two feet above the ileo--cecal valve, and this portion of the in- 
testine lay in the pelvis, being incompletely walled off from the 
general peritoneal cavity. The inflammation of the peritoneum 
had been confined to the pelvic cavity, and was only beginning to 
extend to the general cavity. It was on account of these condi- 
tions that the symptoms were so mild. The perforation was 
closed and the pelvic cavity cleansed. For two days the progress 
was satisfactory; then symptoms of septic peritonitis set in and 
death followed on the fourth day. An immediate operation 
would very probably have been successful. 

The object in writing this is emphasize the fact already 
known but too often forgotten, that perforation in typhoid fever 
may, and often does, occur without the fulminant symptoms that 
we are accustomed to associate with this grave complication. Of 
the symptoms, persistent pain is probably the most constant. The 
symptoms are often maskt by the prostration and delirium in 
grave cases, but they may be so mild and unobtrusive as to escape 
observation in patients who consider themselves scarcely ill 
enough to be in bed. 


*It should not be forgotten that the same symptoms may 
arise from perforation or rupture of the gall-bladder, to slough- 
ing of a mesenteric gland or to rupture of an acute splenic abscess, 
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OCCLUSION OF BOWELS FOLLOWING APPENDECTOMY-EN- 
TERECTOMY EIGHTEEN HOURS AFTER DELIVERY. 


BY ERNEST HALL, M. D., VICTORIA, B. C. 


Mrs. C., aged thirty-one, mother of two children, walkt into 
my office complaining of pain in her right side. Examination 
showed acute appendicitis. She was ordered at once into the 
hospital and the following morning I removed a large suppurat- 
ing appendix. As in all of my pus cases, the open method of 
treatment was followed. Convalescence was normal, and with 
the exception of constipation the patient enjoyed perfect health. 

Eleven months subsequent to the removal of the appendix I 
found the patient suffering from pain over the right hypogastric 
region and no action of the bowels. Examination showed preg- 
nancy six and one half months, dullness over the region of pain 


Fourteen inches of ileum removed eighteen hours after delivery. 


and tympanitis over left side of abdomen. Massage, enemata, and 
purgatives failing to afford the desired relief, the onset of labor 
was hailed with satisfaction, hoping that with the additional 
amount of space gained by the emptying of the uterus we might 
have greater facility in abdominal massage. Delivery was has- 
tened by anesthesia and instruments, placenta following within 


temperature and urine normal. The morning of the second day 
after delivery the pulse became feeble and irregular at 115 with 
fecal vomiting. The patient became at times semi-comatose; 
and the pain which at times had been intense over the dull area 
disappeared. Hypodermics of strychnine were given and as a for- 
lorn hope surgical measures were decided upon. 


As the patient’s condition forbade removal to the hospital, 
two trained nurses prest the kitchen utensils and dining-room 
table into service, and at 8 a. m., thirty-eight hours after delivery, 
the patient was anesthesized. 


Upon opening the abdomen to the right of the rectus a dark 
fluctuating mass presented resembling an inflamed and distended 
gall-bladder. This proved to be an enormously distended loop 
of intestine constricted by a small fibrous band. After severing 
this, the loop was withdrawn and examined relative to its vital- 
ity. The bowel had lost its lustre, circulation was completely 
stagnated and the coagulae extended, apparently, into the dis- 
tended veins far up into the mesentery. As the patient's condi- 
tion was desperate, the anesthetist warning me that I had no 
margin of time the necrosed section with half an inch of healthy 
tissue at either extremity was clampt, the mesentery ligated, the 
segment of bowel measuring fourteen inches was excised and 
the ends united with a Murphy button. . The regivn of operation 
was hastily wiped with gauze and the abdomen closed without 
drainage, the patient wrapt in hot blankets and carried to her 
bed, temperature normal, pulse 115. It is needless to say that 
we expected nothing but collapse. Enemata of brandy and saline 
were frequently administered with strychnine hypodermically. 
At 11:30 a. m., three hours after the operation, there was a 
slight motion from the bowels. In the afternoon the patient 
retained beef tea and in the evening we were rewarded with an 
excellent motion and by the passing of flatus. he following 
morning her temperature was 96%. From this time forward con- 
valescence was uninterrupted until the tenth day when the tem- 
perature began to rise until on the eleventh day it reacht 103, 
The button came away upon the ninth day. 


In order to determine the cause of the secondary rise in 
temperature I examined the abdominal wound and reopened it 
sufficiently to explore to the peritoneum but found everything 
normal. The lochia had also been normal, and the patient care- 
fully managed so as to avoid all emotional disturbances. The 
only explanation that I could give was based upon the fact 
that the button past one day before the rise of temperature oc- 
curred, and possibly in loosening from its position, especially if 
the necrosis progrest more rapidly at one side of the bowel than 
at the other, one would expect that the part farthest from the 
mesenteric attachment would be the first to give way and possibly 
with the other part still comprest between the segments of the 
button would exert no little traction upon the recently formed 
adhesions as the button was prest onwards by the bowel-contents, 
and might have caused these recent adhesions to become slightly 
separated allowing leakage with localized peritonitis. 


Adhesion and Occlusion of Bowel from Tubercular Peritonitis. 


The patient left her bed on the 20th of May and has since 


Part Excised. 


thirty minutes, with slight hemorrhage. After eight hours of ; crost the continent enjoying the best of health fully saturated 
quietness, purgatives, massage, and enemeta were again tried | with surgical experience. 

but without the desired result. The area of dullness to right of 
abdomen increast as also did the tympanitis in other regions, 


I regret that in the inavoidable haste no opportunity was af- 
forded to determine the exact nature of the constricting band, but 
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from its appearance I concluded that it was probably a fibrous 
adhesion, the result of the intense inflammatory action present 
with the previous appendicitis. 

CASE 2.—Mrs. R., aged 56, family history good with the ex- 
ception of one niece who succumbed to tuberculosis. For several 
years she had suffered from flatulence, with pain upon right side 
of the abdomen and occasional constipation. She also suffered from 
pharyngeal stricture which required occasional dilatation. Con- 
stipation becoming markt and the usual remedies failing, medical 
assistance was sought. I found an area of dullness below the 
liver with pain and tenderness upon pressure, no jaundice, tym- 
panitis and vomiting. Enemata, massage, purgatives and faradism 
failed, and as a last resource three drops of croton oil forced the 
issue and postponed (only temporarily) the surgical measures 
which had been suggested. Patient regained strength rapidly and 
sat up. After eating a few ripe strawberries the obstruction re- 
turned with fecal vomiting and severe pain. The strength rapidly 
declined and pulse reacht 115, when surgical measures were con- 
sented to and the patient removed to the hospital. 


Operation: Median section revealed, general tubercular peri- 
tonitis in advanced stage with effusion and universal adhesions, 
and with great distension of intestine which required tapping 
in several places. It was also necessary to open the intestine to 
drain off the fluid. Each opening was carefully closed with a 
fine silk suture. With the utmost difficulty the intestine was 
examined as the agglutination was almost continuous, but four 
strictures of the jejunum were found, one involving two inches, 
requiring resection of three inches of bowel with the insertion of 
a button, and three smaller constrictions which when freed gave 
a sufficient lumen. The appendix, gall-bladder and pelvic organs 
were normal. Abdomen was closed without drainage. 


During the operation the patient ceast to breath and was with 
difficulty resuscitated. As with case No. 1, we put her to bed 
expecting but a few hours of life, but within eight hours the 

. pulse fell to 100, the bowels acted and flatus past freely, and 
nourishment was retained. 

The patient progrest favorably for one week with the excep- 
tion of suppuration in the abdominal wound, and was removed 
from the hospital on the eleventh day. After the first week she 
gradually became weaker, digestion became impaired with di- 
arrhea and dysphagia, dying on the twentieth day after operation. 

Post-mortem showed adhesion of all abdominal layers but 
the skin; also agglutination of intestines. The bowel had united 
with slight adhesions which unfortunately gave way in the re- 
moval of the intestine. The button was found in the sigmoid 
tiexure of the rectum. 


REMARKS. 


In constipation gradually increasing in spite of careful regu- 
lation of diet and medication, in patients who have previously 
had inflammatory diseases within the abdomen or who have re- 
peatedly suffered localized intra-abdominal pain, we should not 
postpone exploration of the abdomen until our patient is in ex- 
tremis. The presence of an area of dullness is additional reason 
for action. In the female a vaginal examination should be made 
and in both sexes the rectum should be explored digitally and by 
speculum, the possibility of malignant disease being kept in mind. 
Under proper precautions opening of the abdomen is not a serious 
matter, not as serious by aay means to the patient as the at- 
tendant remaining in ignorance of the condition while the 
strength hour by hour slips away. It is indeed rare that the ex- 
perienced operator will open an abdomen of one who has a his- 
tory of severe pain and constipation without gaining sufficient in- 
formation to warrant the trouble or without being able to give 
to the patient sufficient relief or satisfaction to warrant the 
slight risk. 

To summarize: The history of intra-abdominal inflammatory 
disease with localized pain with increasing constipation with or 
without any abdominal dullness or enlargement, and with or 
without fecal vomiting, demand intra-abdominal exploration. 


Some rather remarkablé cases of gastric surgery were report- 
ed to the Canadian Medical Association this year by Dr. A. E. 
Garrow, of Montreal. One patient operated on was fed before he 
left the operating table. Another was a woman of fifty years, 
who had a persistent, hacking cough. Gastrostomy was_per- 
formed and the patient discharged, able to feed herself thru a 
tube. In another, a man aged 33, who had vomiting and blood 
in the stools, the patient developt acute pain, with a pale face. 
Duodenal perforation was present, and when the abdomen was 
opened, gas escaped from the incision. When discharged, on 
July 24 last, he was feeling well. Three other cases of very 
similar character were reported. 


MULTIPLE FRACTURES,* 


BY J. F. BINNIE, M. B., C. M., KANSAS CITY, MO. 


Professor of Surgical Pathology and Clinical Surgery in the Kansas 
City Medical College. 


The patient before us is a man who fell from a height of 
70 or 80 feet, to the ground. Fortunately the fall was broken, 
as he hit several obstructions on his way down. The injuries re- 
ceived are the following: Colles fracture of the left arm; simple 
fracture of the shaft of the right femur; simple, comminuted 
fracture of both bones of the right leg; compound comminuted 
fracture both bones of left leg. 

The patient’s condition is wonderfully good as evidenced by 
the state of the pulse and warmth of the skin. When admitted 
to the hospital yesterday there was naturally much shock, so that 
temporary dressings and splints were alone permissible. As it is 
reported that a wound exists near the seat of fracture of the right 


‘| leg, we will first examine that limb. 


On exposure of the parts we find the wound is entirely super- 
ficial and has no communication with the injured bone. The 
wound is therefore merely cleansed, and drest, and the tempor- 
ary apparatus for immobilization is reapplied after the fractured 
bones have been placed in as good position as possible. 

We now remove the dressings from the left limb, taking. 
of course, the usual aseptic and antiseptic precautions. You 
will notice three small openings thru the skin, with dark-colored 
blood escaping from them. When we touch the skin at the seat 
of fracture more fluid-blood escapes, showing that a cavity exists 
which is full of blood and which will act as an excellent “cul- 
ture tube” if left in its present condition. The cavity in the tis- 
sues is the culture tube, the blood and damaged tissues are the 
eulture medium and the body temperature provides the heat 
necessary for the luxuriant growth of any bacteria which may be 
present. Our duty then is to destroy the tube, remove the cul- 
ture medium and prevent further inoculation. We enlarge the 
existing openings in the skin, explore the whole cavity with the 
finger and examine the fractured bone. Altho the bones are com- 
minuted there are but few small, separate fragments; such are 
removed. Any ragged tissues which are so injured that their 
recovery is more than doubtful, are cut away with the scissors. 
We find a cavity in the soft structures posterior to the fractured 
hones but note that when the bones are placed in correct position 
this cavity is obliterated. We wash and dry the cavity thoroly, 
rub its walls with iodoform powder moistened with a little bi- 
chloride solution, and obliterate it by correcting the position of 
the bones. The main fragments of the tibia are united by a 
suture of silver wire. Instead of wire, if strong chromicized eat- 
gut had been at hand it would have been used, because the sut- 
ure only holds the bones together for a short time and having 
served its purpose is better absorbed than left in position. After 
thoro cleansing of the wound anterior to the bones, iodoform is 
rubbed into it and the various cavities obliterated, as far as 
possible, by a few properly placed sutures. Such cavities or dead 
iodoform gauze, the ends of which protrude thru one or other of 
spaces as cannot be obliterated are loosely filled with strips of 
the external wounds. Notice that the gauze only loosely fills 
the dead spaces, it is not packt in as if to stop hemorrhage its 
function is to merely act as an absorbent dressing. We now par- 
tially close with sutures the external wounds, apply dressings 
and enclose in plaster of Paris in good position. The patient has 
borne the operation excellently. 

This case makes a good clinic, valuable not so much from a 
eonsideration of what has been done, as of what has not been 
done. The patient has sustained an unusual number of severe 
injuries and has recently come out of a condition of markt shock. 
The one clear indication for treatment is the prevention of in- 
fective inflammation, and that has now been fulfilled, we believe, 
with thoroness. The patient has withstood the absolutely neces- 
sary operative interference remarkably well, but should we pro- 
ceed further, and take the time to carefully and exactly “set” the 
bones, broken in the right leg and thigh, and carefully apply the 
permanent apparatus for immobilization, we may easily do dam- 
age, irretrievable damage, by taxing his strength too much. We 
therefore return the patient to bed, where he will be kept warm, 
be at rest, be nourisht properly and in a few days his strength 
will be such that it will be entirely safe to remove the temporary 
apparatus on the right side, replacing it by a permanent one and 
at the same time any faulty position of the bones may be cor- 
rected. The delay will have no injurious effect on the ultimate 
nnion of the bones. 

We have often been much imprest with the value of conserva- 


tive inaction where inaction does no real harm. For example, 


*Abstract of Clinical Lecturer. 
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one occasionally sees a surgeon, after removing some serious 
abdominal disease, carefully and laboriously close the abdomen 
with many sutures while his patient’s condition is demanding a 
prompt return to the warm bed and the use of proper restoratives 
(e. g. saline infusions, &c.) but the surgeon fears a hernia thru the 
scar and wastes invaluable time, perhaps loses his patient’s life, 
by hernia prophylaxis. Our duty when attending on serious sur- 
gical cases is always to attempt to save life. The deformities 
which result from life-saving conservative inaction can usually 
be easily corrected at a later date; the attempts to prevent them 
_at the primary operation may easily be “the last straw which 
breaks the camel’s back.” The lesson I desire to impress upon 
you is: be thoro, radical, fearless in doing what is necessary, but 
that done, be cautious in adding to it the additional shock from 
non-essential prophylactic procedures. 


SOME EXPERIENCES IN THE WAR IN SOUTH AFRICA. 


BY G. STERLING RYERSON, M. D., L.R.C.S. (EDIN.), TORONTO, ONT. 


Lieut-Colonel Canadian Army Medical Staff and lately British and Canadian Red 
Cross Commissioner with Lord Roberts’ Headquarters. 


The war in South Africa is interesting surgically because of 
the experience which has been gained of the effect of modern 
arms of precision, and of antiseptic methods on the field of bat- 
tle and in the hospitals. It is too early yet to draw deductions 
from the statistics of the war, but it may be noted in passing 
that while 936 officers and 11,701 non-commissioned officers and 
men have been wounded—12,637 in all—only 732 have died of 
wounds received in action, an infinitesimal proportion, which 
may be fairly ascribed to the aseptic character of the bullet, to 
the prompt application of a first aid dressing and to the able and 
eminently efficient treatment which the wounded received at the 
hands of the medical officers in the hospitals. 

The Mauser bullet has justly been described as a merciful one. 
Its action upon human tissues depends, however, upon the range 
at which it is fired. It has been noticed that when it is fired at 
short ranges, within two hundred yards, it has an explosive effect. 
The nickel case seems to expand and become detacht, causing a 
severe lacerated and contused wound, which heals but slowly. If 
it strike bone it crushes and destroys it. If fired at longer rauges 
it makes a clean-drilled hole in bone, and if it strike soft parts 
only a very small wound is made, there being little difference be- 
tween the wound of entrance and that of exit, which bleeds but 
little unless an important vessel is injured. In the case of the 
soft-nose or dum-dum bullet the wound is much more severe, for 
even where the soft parts only are injured the expansion of the 
lead causes great destruction of parts and a huge wound of exit, 
the wound of entrance being small. When it strikes bone it 
pulverizes and disintegrates it. If the range is very long, 2,000 
yards or more, the soft-nose bullet “mushrooms” and causes an 
extensive flesh wound. 

It has been alleged that poisoned bullets were used by the 
Boers. I have seen many of these so-called poisoned bullets. They, 
are simply green with verdigris, which in all probability is burn- 
ed off in the rifle while the bullet is in transit through the barrel. 
I have heard of no case where poisoning by a bullet could fairly 
be said to have occurred. 

It has been charged that explosive bullets have been used. 
I very much doubt the fact. The explosive character of Mausers 
at certain ranges has already been referred to. It is probably this 
which gave rise to the statement. When a Mauser bullet strikes 
a hard substance at a short range the impact is terrific and 
causes the bullet to fly into a thousand pieces. 

Besides Mauser rifles the Boers made use of many thousands 
of Martini-Henrys. As is well known, the bullet is a heavy one, 
and where wounds are inflicted they are in striking contrast to 
those inflicted by the Mauser. Great destruction of soft parts or 
bone follows, necessitating amputation in many cases. But it is 
remarkable how few amputations have been performed during 
this war. Dr. Kendal Franks told the writer that in his ex- 
perience not more than twenty amputations had been done in 3,000 
cases, which must be attributed to the character of the wounds 
and to the conservative spirit of the surgery of the day. 

I had the opportunity of examining a good many Boer 
wounded and found that the bullet of the Lee-Metford rifle in- 
flicted a wound very similar in character to that of the Mauser. 
It is not necessary, therefore, in this place to say anything more 
on that head. 

The effect of shell-fire was interesting, if not destructive. The 
Boers say it is no good and only makes one keep one’s head down. 
The lydite shells are not nearly so destructive as was supposed. 
When they strike a rock they explode with great violence, but 
our friends the enemy were so cleverly entrenched that but few 
were injured by them. I remembered seeing one man stained a 


bright yellow from head to foot and apparently not much the 
worse for it. They said the escaping gas made their heads ache 
but they found that a few drops of vinegar taken inwardly re- 
lieved it. Every Boer was provided with a small bottle of vine- 
gar to ward off the ill effects of lydite. 

I have said that I had the opportunity of seeing a good many 
Boer wounded, and as their condition presented special features 
of interest, I will venture to refer to some of the cases I saw. 
When I was at Kimberley we had 147 Boers wounded—in the roll- 
er rink which had been converted into a temporary hospital. They 
were of all ages, from fifteen to sixty-five, and bore their cap- 
tivity and sufferings with dignity and patience. They had been 
wounded at Paardeberg chiefly, and in many cases the wounds 
had been undrest for sixteen and seventeen days. I remember 
one man who had been shot thru the elbow joint. His only treat- 
ment had been the universal Boer remedy, tobacco juice! The 
arm was enormously swollen and almost erysipelatous in appear- 
ance. Mr. Roberts, civil surgeon, opened up the joint freely and 
removed .considerable masses of bone, and found a large piece 
of shell so firmly imbedded in the humerus that it could not be 
removed. The wound was very offensive. It was freely drained 
and doucht with bichloride, drest antiseptically and supported by 
a rectangular splint. This man made an excellent recovery with 
a movable joint. A 

Another man was shot thru the body by a round ball from a 
shrapnel-shell. The projectile entered four inches below and to 
the left of the heart and came out thru the sixth intercostal 
space on the right side and posteriorly. He had been wounded 
sixteen days previously, and at the time that I saw him he had 
practically no symptoms. This is the more remarkable when 
the character of the missile is considered. 

I have seen a good many penetrating wounds of the abdomen 
which have produced little immediate disturbance. One was the 
case of a medical officer who was shot thru the stomach. He 
had little to eat for twelve hours before his wound. When he 
was wounded he had the sense to abstain from drinking, not- 
withstanding the urgent thirst; and further, he lay still where 
he was for twelve hours. He made an excellent recovery, but I 
observed that some three months after his wound had healed that 
he complained of dragging and discomfort in the neighborhood of 
the wound, and was evidently invalided home. Two o1 his 
companions who had been shot thru the abdomen at the same 
time were so unwise as to drink water and died in a few days 
from peritonitis. This may have been caused by the filthy water. 
It was generally understood in South Africa that abdominal sec- 
tion in wounds of the intestine was inadvisable, judged by the re- 
sults; but I know of one case where an excellent result was ob- 
tained. 

It was surprising how great joints like the knee could be 
pierced by Mauser bullets with impunity. I recall the case of an 
officer who was shot thru the knee joint at the battle of Korn 
Spruit. In six weeks he was walking about without a crutch, 
and had returned to duty. Ten days later this officer, with his 
squadron, was ordered to take a kopje. His brother officers were 
killed beside him, and he was shot again in the same knee. The 
wound proved to have been caused by a spent bullet, and was 
unimportant, tho the missile had lodged in the patella tendon. 

Wounds of the chest by Mauser bullets were comparatively 
innocuous, and healed readily. In some cases there was a con- 
siderable hemorrhage into the lungs, with markt difficulty of 
breathing. If the obstruction was not so great as to seriousiy in- 
terfere with respiration, these cases recovered. 

Wounds of the head were necessarily more serious, but I ob- 
served several in which there was considerable destruction of 
brain tissue, which afterwards made good recoveries. One case 
was that of a boy who was shot in the left side of the skull, close 
to the coronal suture, the wound running anteroposteriorly, and 
who had right hemiplegia, from which, after removal of frag- 
ments and deprest bone, a good recovery was made. A young 
Boer was shot thru the mastoid, the ball coming out just above 
the zygoma. He made an excellent recovery, with impaired 
hearing. I notice that many apparently minor cases of grooving 
of the outer table of the skull were accompanied by reflex symp- 
toms. 

Wounds of the eye were of frequent occurrence, and in must 
case were most destructive. I saw two cases in which both eyes 
were lost, the bullet passing thru the orbit and cutting the optic 
nerves. Another man had the optic nerve cut on one side, and, 
strange to relate, one of the nerves of motion cut on the other. 
There was almost complete ophthalmoplegia and mydriasis, but 
the vision was otherwise unimpaired. Cases of injury from 
fragments of shell and sand, thrown into the eye by exploding 
projectiles, were very common. 

Altogether, wounds showed a surprising tendency to heal rap- 
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idly, even under the most trying circumstances, which I believe 
to have been due to the character of the bullet, the early applica- 
tion of an antiseptic dressing, enforced temperance among the 
troops, their general good health, and the careful and painstaking 
work of the Royal Army Medical Corps, as well as the Civil Sur- 
geons and men of the St. John Ambulance Brigade. 

Before closing I wish to make a very few brief remarks upon 
the hospital administration in South Africa—a subject whicn 
is occupying a large place in the public mind because of the at- 
tacks which have been made upon the administration under the 
guise of philanthropic interest in the welfare of our soldiers, 
but which is in reality a thinly disguised and discreditable 
political attack upon the Imperial Government. ‘The position was 
this: The Orange Free State is a land which produces little to- 
wards its own support in food for men and horses. Its main 
artery of communication is a narrow-gauge railway, of the length 
of 725 miles, between Capetown and Bloemfontein, where the al- 
leged atrocities are said to have taken place. Suddenly a hun- 
dred thousand soldiers and twenty thousand camp-followers are 
thrown into this country, already bare and hardly able to feed 
itself. Add to this twenty-five thousand horses, uwules and oxen, 
all of whom, men and animals, have to be fed by this narrow- 
gauge railway. In addition there are munitions of war—horses, 
mules, guns and soldiers to be carried, besides miscellaneous hos- 
pital and personal stores, passengers, as well as food and mer- 
chandise for the residents of the country. With a limited rolling 
stock I leave it to the reader to imagine how difficult was the 
problem which confronted our army; a problem which was ren- 
dered still more difficult by interruption of communication by the 
blowing up of bridges. Then, almost without warning, a great 
epidemic of enteric fever broke out. In one day upwards of a 
thousand men were admitted to the hospital. Is It, then, surpris- 
ing that beds and bedding were hard to find, or that orderlies and 
nurses were over-workt? Naturally, under the circumstances, the 
field hospitals had to be utilized as stationary hospitals, tho they 
are neither equipt nor intended for such work. The officers and 
men of the Royal Army Medical Corps rose to the occasion, and 
did magnificent work, heroically sacrificing themselves on the 
altar of duty, as is proved by the death and disability returns. 
In short, everything was done to meet the requirements of the 
emergency that circumstances permitted, and there did not exist 
the neglect and misery so graphically and glibly set forth by 
certain untrustworthy politicians. No one was more keenly in- 
terested and sympathetic than the Commander-in-Chief, Lord 
Roberts, and I always found him most willing to grant every 
reasonable facility in getting up stores and comforts, and in aid- 
ing our work in every way. 

The history of this war redounds to the credit of the medical 
officers, civil and military, who workt so faithfully, so energet- 
ically, and so successfully to alleviate suffering and assuage 
pain. The medical organization of the army is by no means p.-r- 
fect, and will require readjustment when the war is over. The 
medical officers should be given entire control of their supplies 
of medicines and drugs. ‘hey are now supplied by the ordnance 
department. Could anything be more absurd? There should be 
less red tape and more latitude in the purchase of comforts for the 
sick. A sufficiency of transport should be always available for 
the sick and wounded. The orderlies should receive higher pay 
and be recruited more carefully. The sanitary arrangements 
should be directly under control of the medical department. The 
so-called Field Hospitals should be abolisht and amalgamated 
with the Bearer Companies as Field Ambulance Corps. Mobile 
and thoroly equipt brigade hospitals, of at least 150 beds, should 
take their places. 

These are a few of the changes which will enable the medi- 
cal department to more thoroly and efficiently carry out its work 
_ of mercy and relief. The Royal Army Medical Corps contains 
some of the ablest and most capable: men I have ever met. It is 
a credit to the army and an honor to our nation. 


Dr. Lapthorn Smith, of Montreal, in an earnest paper in the 
August number of the Canadian Medical Record, discussing the 
question: Shall we tell women with uterine cancer the nature of 
their disease? says: Not only does the reputation of, and faith 
in, the individual physician increase in proportion as his word 
can be trusted implicitly, but the faith of the public in the pro- 
fession as a whole would be still greater if even in these distress- 
ing cases, no matter how good and kind the motive may be, our 
invariable rule with every one of us would be to leave nothing 
undone to make an early and accurate diagnosis, and once that 
has been done, tell the patient fully of her condition and distinctly 
advise her not to lose a single hour in having the proper treat- 
ment carried out. 


SUTURES AND SUTURE MATERIAL.* 


BY ROB’T T. MORRIS, M. D., NEW YORK CITY. 


Professor of Surgery in the New York Post-Graduate Medical School 
and Hospital. 


The two subjects “suture materials” and ‘the proper closure 
of wounds” are among the most important ones to the operating 
surgeon. lor upon three things depend ideal results in healing: 

1. Perfect aseptic technic; 

2. Thoro hemorstasis; and 

3. Correct closure of wound. 

Without these healing by primary union cannot well be se- 
cured. The topic for discussion today is the third—and pracuc- 
ally limited to the question: What is the best suture material? 

So far as my own experience is concerned the answer is, sim~- 
ply: Catgut. 

Until but a few years ago silk was regarded as the only 


.proper suture-material, and indeed today many surgeons still 


cling to it; but for nearly fifteen years it has had no part in my 
work. The chief objection to its use is that it is rarely absorbed; 
the result being that the knot frequently causes suppuration, or 
if it become encysted it may prove a source of irritation like any 
other foreign body. 

Horeshair is open to the same objection and besides it can- 
not be readily sterilized without impairing its strength. 

Silk-worm gut is also objectionable. It looks nice, it teels 
nice and it is nice—for fishing purposes; but as a suture material 
it lacks the advantages of easy sterilization and that it cannot be 
buried safely under any circumstances. Silk-worm gut is never 
encapsulated, so the knots eventually will work their way out— 
weeks, months, even years after being buried and so cause end- 
less trouble to the surgeon. In a number of instances where I 
employed this as a means of closure of the ring in hernia as 
many as six years ago I am still hearing of the escape of these 
sutures; thru fistulous openings in the skin, thru the bladder, 
etc. So I am most positive in my condemnation of silk-worm gut 
as a buried suture. When introduced as a surface suture it irri- 
tates the skin far more than catgut, and more frequently causes 
stitch abscess by infection from the stophyllococcus pyugeues 
albus which is found in the deeper layers of the skin. 

The only suture material, therefore, which I ever bury is 
catgut; and rarely, as in joining bony surfaces, silver wire. 
When deemed necessary silver wire may be used as a buried sut- 
ure as it does not irritate and readily becomes encysted. But 
with our improved methods of preparing catgut so we may be 
certain of its holding the parts in apposition for as long a time 
as desirable it need seldom be used save for wiring bones. 

The catgut prepared by surgical instrument dealers, when 
sterilized and sealed in glass tubes may be regarded as perfectly 
safe; both the formaldehyde and the chromicized. But it is ex- 
pensive, and if one is doing much charity work is beyond the 
reach of the average surgeon. On the score of economy, therefore, 
the method of preparation will be of interest. Catgut (formerly 
perhaps taken from the intestine of the cat) is now made by cut- 
ting the intestines of goats or sheep into small strips, macerat- 
ing in hot water until the muscular and serous coats separate 
from the mucous lining—indeed it is claimed that the finer 
grades consist of serosa alone; and then cutting into strands 
which are twisted and dried. As thus prepared the gut is loaded 
with fat and bacteria; chiefly saprophytes and the non-infective 
bacilli. It is fortunate, too, that these saprophytes are present 
during this macerating and drying process for it is claimed by 
bacteriologists that they destroy or prevent the multiplication of 
bacillus of anthrax, bacili coli communis and other forms of 
fungi which might otherwise cause much mischief. The next 
step in the preparation of the gut, as practist by those who put 
it up ready for use, sterilized, in glass tubes or bottles, is to sand 
paper the various strands until they are polisht to a high degree. 
This makes the catgut very attractive as it looks smooth and 
clean, but it so seriously impairs the strength of the strand as to 
often make it wholly unreliable. My advice is therefore to buy 
the raw catgut as prepared for jewellers’ use. This gut comes in 
various sizes in pieces about one meter in length, somewhat 
rough but very strong and reliable; and far cheaper than other 
kinds. It may be obtained from L. H. Keller, Dealer in Jewel- 
lers’ Supplies, 64 Nassau St., New York, in any desired sizes or 
quantity. 

In ordering from the ordinary dealers in surgical instruments 
great trouble has been experienced in securing the proper sizes, 
because heretofore each dealer has had his own system of meas- 
urement or grading sizes. All this may be obviated by ordering 
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sizes gauged by the American Standard Wire Gauge which may 
be found in every hardware store and mechanics’ shop. Sur- 
geons are already familiar with these sizes thru their use of sil- 
ver wire. For practical purposes catgut should be ordered as 
Nos. 18, 20, 24 and 26—these giving the proper calibre for ordin- 
ary work; some operator may desire a little thicker strand—if so 
its size can be determined by examining the gauge. 

This raw catgut is to be put in a 4 per cent aqueous solution 
of formalin; by which is not meant “formaldehyde” but the or- 
dinary commercial “formalin,” (itself suspension of formalde- 
hyde gas in water) which may be obtained very cheaply from any 
druggist. It is allowed to soak for forty-eight hours in this 4 
per cent formalin solution, at the end of which time it is thoroly 
sterilized, as well as hardened, tho the sterilization is of but little 
moment at this stage of the preparation; the important point is 
that the catgut can now be boiled in water for as long a time as 
desired. 

At the end of forty-eight hours it must be removed from the 
solution and the excess of formalin washt away, as an excess of 
this makes the gut too brittle. It is best, perhaps, to put it in a 
basin under the water tap, connect a rubber tube with the tap 
and turn on just enough water that a gentle stream is kept run- 
ning thru the basin all night—say twelve to fifteen hours. This 
washes away the formalin and incidentally infects the gut again, 
at least upon the surface. 

When washt it must be arranged in large loops and rolled 
firmly in gauze or a towel as otherwise it will curl up in boiling 
so as to be valueless. Large balls may wrapt in the gauze or 
towel and when ready put in a pot of water and boiled from 
twenty minutes to half an hour. It is then removed from the 
boiler but left wrapt so that it may not become contaminated 
by touch or otherwise, and is placed in a sink or elsewhere to 
drain for two hours. It is then dropt into a jar of commercial 
alcohol which removes the excess of water. It may be left for 
a day, for weeks, or for a year, as is convenient. 

For permanent storage the gut, assorted by sizes (handled 
only with sterilized dressing forceps or fingers thoroly clean) 
should be put in small jars containing 95 per cent alcohol in 
which it may remain for years. A better solution consists of one 
ounce of glycerine, boiled to render sterile, mixt with one pint 
of alcohol. This is preferable because gut kept in it will not dry 
so quickly at the time of operation. Only a small quantity of 
gut should be placed in these bottles, as the solutions. carried in 
the satchel and often opened, may become infected. So it is 
well to have a large jar of each size from which small bunches 
may be taken from time to time as required for early use. 

After the catgut has been removed from the container in 
which it is carried in the satchel it should not be put back with 
the untoucht portion until after it has been boiled again. It 
must be wrapt in gauze and boiled at some convenient time, after 
which it may be put back in the solution. It will stand this 
boiling three or four times but after that becomes tender and 
has to be thrown away; but practieally very little catgut need 
thus be lost if one is not too careless in the amount taken out 
for each operation. 

Catgut as thus prepared will remain unabsorbed from six to 
twelve days, according to size. If it is desirable to have a sut- 
ure remain a longer time than this chromicized catgut must be 


used. 

To make chromicized catgut all that is necessary is to add 
fifteen grains of bichromate of potassium to the pint of formalin 
solution in the first step of preparation already described. The 
bichromate must be first dissolved in a little cold water and then 
added to the formalin solution. Catgut thus treated will remain 
in the tissues for about four weeks and then be rapidly ab- 
sorbed. It is quite evident that if this gut be employed for a 
surface suture it would have to be removed the same as a silk or 
silk-worm gut stitch. It is generally used as a buried suture in 
hernia operations where wire and silk were formerly employed. 

If it were desirable to have the gut last longer than this the 
amount of bichromate of potash could be doubled. This would 
give a suture which would remain for months. But for all prac- 
tical purposes the two kinds described—the formaldehyde and the 
chromicized—are sufficient for all ordinary work. 


The diagnosis of strangulated hernia in children is not usu- 
ally difficult, tho it may be confounded with hydrocele of the cord. 
Gentle taxis under chloroform for two or three minutes may be 
tried. If, after a second attempt to reduce the hernia has been 
made by taxis, preceded by the application of hot cloths, there 
_ is no favorable result, the operation should be done without fur- 
ther delay. Temporizing is often the cause of death. 


NOTES OF FOUR CASES OF PERFORATED ULCER, WITH 
-REMARKS.* 


BY HENRY HOWITT, M. D., GUELPH, ONTARIO. 


Perforative ulcer of the stomach are, I believe, of rather more frequent oc- 
currence than generally believed. 
In my paper four cases of perforated ulcer are reported. 


The first two occurred years ago, before the proper operative 
procedures were commonly known; and consequently had the us- 
ual termination: one dying within twenty-four hours from the 
commencement of the illness without having had a single symp- 
tom indicating the existence of the trouble. 

The other two cases reported are of recent date and the pa- 
tients were saved by timely operations. 


In one the operation was devoid of any serious difficulty. 


In the other the abdomen contained gas and a large amount 
of pus, the colon was enormously distended, requiring to be 
opened and collapst before the stomach could be reacht. ‘here 
existed also the remains of a ruptured abscess cavity below the 
transverse portion of larger bowel the walls of which were 
formed by it, together with the coils-of small intestine and 
omentum. This had its origin probably from a slight leakage 
which occurred days before the final rupture. The orifice of ul- 
cer was of sufficient calibre to admit my little finger and was 
situated in front close to the pyloric valve. The surrounding 
parts were so thickened, dense and nodular as to exactly resemble 
carcinoma of the pylorus and adjacent part of the stomach. A 
section nearly two inches in length had to be removed before the 
ulcer could be closed. The intestines were previously eviscerated 
to permit of the room necessary to reach the part and to ex- 
pose the pools of pus in the pelvis, flanks and other places diffi- 
cult to reach. The upper portion of the jejunum was anasto- 
mosed by means of a Murphy button to the anterior wall of the 
stomach. Before doing so care was taken to allow for every 
possible movement without causing tension of the proximal arm 
of gut. After the anastomosis was completed the arm of intestine 
above was stitcht to the wall of stomach an inch or more to 
right and a little above the line of button. This procedure, in 
my opinion, overcomes the acute angle and its ill effects. Drain- 
age tubes were inserted thru perforations made in the flanks 
well to the back and in the lower abdomen close to the pelvis 
to outer side of right rectus muscle. 

The sutures were all removed, except two in the middle of 
wound opposite the umbilicus, on the seventh day. Three hours 
later the patient had a sneezing fit and the wound tore open 
from the upper angle to umbilicus, exposing the situation of 
anastomosis and coils of bowels protruded. It was restitcht an 
hour later without anesthes‘a and no ill effects followed! The 
patient made an uneventful recovery and is now for the first time 
in eighteen years free from gastric distress. 

In my remarks, which are confined principally to points which 
have appeared to me as important when certain conditions are 
present, I wish to call attention to the danger, in the early stage 
after the occurrence of perforation, of the medical man being 
misled by the state of the pulse and temperature till the oppor- 
tune time for saving life has past; and in my paper I give three 
instances; two after perforation of stomach in which both were 
to all indications normal, and one after rupture of spleen in which 
the pulse was normal and the temperature subnormal. 

Attention is drawn to the admisability of enterotomy (tem- 
porary) and evisceration when the part on which the operation 
is required lies deeply or when the abdomen contains much sep- 
tic material. The former is advised in all cases in which the 
intestines are greatly distended with gas or liquid fecal matter. 
In one patient four separate openings were made without ill ef- 
fects. The puncture becomes minute when the bowel contracts 
and is readily closed by a suture or two. 

I desire also to point out that the patients are frequently 
reduced by stravation to a very low ebb before perforation oc- 
curs—from the irritable condition of the stomach and rectum— 
the latter from the effects of oft repeated nutritive enemeta; 
and for obvious reasons prostration is the rule. In order to 
nourish the patient after operation I must therefore advise the 
introduction, by means of an apparatus similar to that used 
for normal saline injections, of a pint of peptonised milk into 
jejunum during the operation; and also, if constipation be a 
factor, of a suitable saline cathartic into the ascending colon. 


*Abstract (prepared by the author especially for this journal) of read 
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INTUSSUSCEPTION IN CHILDREN.* 


BY A. PRIMROSE, M. B., C. M., M.R.C.S. (ENG.), TORONTO, ONT. 
Professor of Anatomy and Associate Professor of Clinical Sur, in the Univer 
sity of Toronto, Surgeon to the Hospital for Sick Children, 

St. Michael’s Hospital, etc. 


Intussusception constitutes the most frequent single cause of 
intestinal obstruction. One-third of all cases of intestinal obstruc- 
tion, it has been said, is due to this cause. One portion of bowel 
becomes invaginated into another, and the invaginated portion 
(intussusceptum) becomes graspt by the outer layer (intussus- 
cipiens) and is carried onwards by peristaltic action of this in- 
vesting sheath, in the same manner as a particle of food would 
be past on. Thus the condition may increase to a very extensive 
degree until many feet of bowel become involved. A predisposi- 
tion to this would no doubt be engendered by an irregularity in 
the wall of the bowel; thus in the adult the advancing portion of 
the intussusceptum is occasionally a new growth, e. g., epithe- 


lioma of the bowel wall; this is graspt and past on by peristaltic’ 


action, drawing in the bowel after it so as to bring about the in- 
vagination. One layer may alone be invaginated in the intussus- 
ception, but occasionally it happens that two or even three in- 
vaginations may occur, one within the other, thus constituting 
several layers of bowel at the seat of the trouble. 

The cause of intussusception in most cases is not observ- 
able, It is supposed that in consequence of some local irritation 
there starts up a peristaltic action of the bowel, limited to a cer- 
tain portion of the gut, and that, as a result, invagination of the 
passive intestine in the neighborhood occurs. The occurrence of 
intussusception in the dying is a remarkable fact; one frequently 
finds portions of small intestine thus invaginated in infants’ post 
mortem, These intussusceptions are often multiple. Greig Smith 
believes that intussusception may be found in one in four of all 

post mortems, if carefully lookt for. 


SYMPTOMS. 


The symptoms of intussusception are often very characteris- 
tic, making the diagnosis easy, but occasionally they are very ob- 
scure. Pain is a constant symptom, and is of a characteristic, 
spasmodic type. It comes in waves; the pain approaches a point 
of extreme intensity and then gradually subsides, leaving the 
patient free from it for a varying interval until a recurrence 
takes place. Vomiting may be a symptom, but it is frequently 
absent; it is characteristic of that form which involves the small 
intestine only. At the onset of the trouble the bowels may move, 
usually small, loose stools; later the motions consist almost 
wholly of mucus stained more or less largely with blood (charac- 
terized as presenting a red currant-jelly appearance). Sometimes 
however, the disease is accompanied by diarrhea and tenesmus. 
Early in the disease the abdomen is not distended, it may even 
be retracted, but later on we have obstruction with tympanites, 
and stercoraceous vomiting may supervene. There may be a 
tumor palpable in the abdomen with a characteristic sausage 
shape, but this may not be present. Then again, in those cases 
where the invagination has become extensive, the apex of the 
intussusceptum may present thru the anus or may be discov- 
ered by digital examination of the rectum. 

Intussusception may prove fatal in twenty-four hours, or it 
may exist for some weeks, becoming thus a chronic condition. 


Intussusception is, in my opinion, a much more frequent cause 
of obstruction in young infants than we have heretofore im- 
agined. One is forced to believe that it is not always diagnosed. 
Is it possible that certain of the cases in infants which we have 
hitherto relegated to the class of “intussusception occurring in the 
dying,” are really primary ones of intussusception, bringing about 
a fatal issue from that cause alone, and possibly remediable by 
operation if diagnosed sufficiently early? 


TREATMENT. 


Briefly we may consider the methods at our disposal for 
dealing with a case of intussusception. Medicinal treatment is of 
little avail. Opiates have,been advised in large doses. Here as 
always, however, opiates are apt to mask symptoms by giving a 
less serious aspect to the case, and thus perhaps causing delay 
in active operative measures. This in itself would certainly not 
countermand the use of opiates, but as no special service can be 
served by such treatment, unless it be in cases where pain is ex- 
cessive, we prefer, if possible, to withhold this drug. Once a cer- 
tain diagnosis of intussusception is made, one must initiate some 
method of undoing the invagination. Inflation of air or injec- 


“Abstract of ne read before the Ontario Medical Association, Toronto, 
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tion of fluids per rectum may be tried, but with the caution al- 
ready advocated in this paper. 

If one now has any doubt as to the reduction in its entirety 
of the intussusception, celiotomy must be performed without 
further delay. The method of dealing with the condition, after 
opening the abdomen, must vary according to the degree of in- 
vagination present. Most cases may be corrected without taking 
the gut out of the abdomen. In all of the cases reported reduc- 
tion was accomplisht thru the abdominal wound. This is not 
always possible, as one may have gangrenous gut to deal with, 
or adhesions so strong that they cannot readily be broken down. 
Under such circumstances the methods at our disposal are nu- 
merous and one must judge on the merits of the individual case 
as to the means we are to adopt. 

It may be necessary to resect the intussusception in part or in 
— without resection, or an artificial anus may be estab- 

sht. 

Barker, of University College, London, advocated a method 
of procedure which has proved of value. He incises the intus- 
suscipiens and draws thru his incision the intussusceptum. The 
greater portion of this is resected, and upon introducing sutures 
the remainder is reduced and the incision in the intussuscipiens 
sutured. 

Greig Smith suggested a modification of this, in which he re- 
sected the apical portion only. He was led to restrict his resec- 
tion to the apex of the intussusceptum because this, which is 
usually found greatly swollen, is the principal obstacle to reduc- 
tion. After removal of this portion reduction of the remainder is 
often readily accomplished. 

The technic of all these methods is so fully described in all 
text-books that it is unnecessary for me in this paper to give it in 
detail. Let me say, however, that recently Kerstan has reported 
a case in the Centralblatt fuer Chirurgie which is a distinct ad- 
vance. Barker’s incision was made for the purpose of resection, 
but after incising the intussuscipiens Kerstan found it possible to 
reduce the intussusceptum thru the incision. We may, therefore, 
remember the possibility and, when the condition of the parts 
permit, we may stop short of resection. The undoing of adhe- 
sions is greatly facilitated by working thru the incision in the 
intussuscipiens. 

Kerstan’s case occurred in an adult, a man thirty years of 
age, with a history extending over two months before operation. 
On opening the abdomen blood-stained pus was found about a 
tumor in the peritoneal cavity. The intussusceptum consisted of 
the transverse colon, the ascending colon, the cecum and _ the 
vermiform process, and 25 cm. of the small intestine, An incision 
was made ia the intussuscipiens, which consisted of descending 
colon and sigmoid, in order to resect the intussusceptum. This 
was made with the Paquelin cautery and was extended for 15 
em. It was found possible thru this incision to undo the _ in- 
vagination and the condition of the intussusceptum was found to 
be remarkably good, much better than the intussuscipiens, in fact. 
The reduction having been completed, the incision in the intus- 
suscipiens was closed. The man recovered from the operation 
with a fecal fistula, which subsequently closed spontaneously. 

One must remember the rare possibility of spontaneous cure in 
intussusception. The intussusceptum may be cast off in a gan- 
grenous condition and past per anum. Recently a Russian sur- 
geon, Segal. reported a case of this character occurring in a man 
fifty-six years old, in whom an intussusception occurred and was 
cured spontaneously, the patient having past per rectum large 
portions of the intussusceptum; but this is too rare an occurrence 
to make anything but surgical treatment permissible. 


THE OPERATIVE TREATMENT OF UTERINE FIBROIDS.* 


BY F. A. LOCKHART, M. B., MONTREAL, QUEBEC. 


Lecturer in Gynecology, University of McGill; Gynecologist to th 
Hospital and Protestant Hospital for Veréue. 


The whole subject of operative treatment of fibroid tumours 
of the uterus is so vast that it cannot be fully considered at 
such a meeting as this, where the time is necessarily limited, 
yet I hope that an interesting discussion may be provoked by the 
following remarks: 

‘WHEN TO OPERATE. 

The first point to be taken up is when to operate. This 
should not be until after medical treatment has been tried thoro- 
ly and has. failed. If, instead of decreasing, the growth is be- 
coming larger, some operative method of treatment ought to be 
tried without delay, especially if the patient be near or past 
the menopause, as malignant degeneration is very liable to take 
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place at that period. Again, where the tumor is impacted in the 
pelvis and the uterus contains growing ovum, the only way in 
which room can be obtained for delivery per vias naturales is 
by removal of the growth, which can occasionally be done with- 
out interfering with the progress of gestation if the tumor is 
pedunculated. 

Excessive hemorrhage also calls for prompt, operative inter- 
ference, as do also degenerations of the tumor, such as carcino- 
matous or suppurative, and pressure or neurotic symptoms. Un- 
der the latter head are included those cases where the tumor is 
not giving rise to any local disturbance, but the very fact of its 
existence has such an effect upon the patient’s mental condition 
that her health is actually suffering. Any gynecologist with any- 
thing like a large practice, and many a general practitioner also, 
must see pumbers of such cases, where no amourt of assurance 
of the innocent and harmless character of the growth in her 
particular case will quiet the patient’s mind. 

When a uterine fibroid is lying perfectly quiescent, giving the 
patient no trouble and possibly discovered quite accidentally, it 
is my opinion (and I am sure that all of my hearers will agree 
with me) that it should be left severely alone. Such a patient, 
however, should be kept under observation, so as to be ready to 
interfere should the tumor take on any activity. One should 
also, in such a case, be chary, especially where the tumor is 
either interstitial or sub-mucous, of advising marriage for two 
reasons, viz., the increast risks of maternity and the likelihood of 
the tumor to take on active growth, owing to the increast blood 
supply brought to the tumor as a result of the pelvic congestion 
induced by the marital relations. Within the last two years, 
I have operated upon two patients in whom the tumors had been 
either unnoticed or quiescent until after marriage, the following 
case being the most markt: 

J. H., unmarried, aged 28, consulted me in 1894 on account 
of dysmenorrhea and slightly excessive menstrual flow. The 
patient was a highly strung girl with a decidedly neurotic family 
history. She had always had more or less dysmenorrhea and 
menorrhagia but both were becoming worse. She was anas- 
theticised and the pelvis examined most satisfactorily as the 
abdominal walls were thin and well relaxt. The uterus was 
found to be decidedly antiflext but not at all enlarged and the 
appendages were normal. In 1897, the young lady having mar- 
ried in June of that year, she consulted me again for pelvic pain, 
when, on making a pelvic examination, the uterus was found to 
contain a tumor as large as a fair sized cocoanut. On removal 
in my private hospital several months later, this was seen to 
be an intestitial myofibroma. 

The second case came under my notice in the Montreal Gen- 
eral Hospital but was very similar to the above except that 
the growth had not been so rapid. 


KIND OF OPERATION. 


The nature of the operation to be performed will entirely 
depend upon the indications for interference and the site of the 
tumor. . 

The operations are as follows: 

1. Curetting. 

2. Ligature of the uterine arteries per vaginam (Gottschalk- 
Martin operation.) 

3. Oophorectomy (Tait’s operation). 

4. Myomectomy, by enucleation or otherwise. 

5. Hysterectomy. 


1. Abdominal. 
a. Total | 2 Vaginal 
3. Abdomino-vaginal. 


6. Supravaginal. 


DETAILS. 


1. Curetting in cases of fibroma-uteri is not in any sense a 
curative operation, but is a most useful measure nevertheless, 
when one wishes to make a diagnosis of the condition of the 
endometrium or where the patient has been greatly debilitated 
by profuse and repeated hemorrhages. Here curetting and pack- 
ing the uterine cavity will often enable one to tide a patient over 
until she has had sufficient time to gather strength to undergo 
a more radical and serious operation. 

2. Ligature of the Uterine Arteries per vaginam is a com- 
paratively new operation for the cure of fibroid disease of the 
uterus and is one which is not very widely practist. This op- 
eration was first suggested by Dr. W. B. Dorsett, of St. Louis, 
in 1890, but never had been performed by him. Gottschalk of 
Berlin, in 1892, reported having twice ligated both uterine ar- 
teries thru the vagina for the cure of fibroid of the uterus, with 


good results. Franklin H. Martin of Chicago, claims to have de- 
vised an entirely different operation in that he includes portions 
of the broad ligament, the uterine nerves and in some cases the 
branches of the uterine arteries as well as the ovarian vessels 
in his ligature. It seems to me that the same object might be ac- 
complisht in a simpler manner by tying the uterine arteries be- 
fore they give off any branches. Martin, however, has reported 
quite a number of cases in which he has carried out this pro- 
cedure with beneficial results and therefore deserves recognition 
as the first man on this continent to report a series of cases treat- 
ed by this method. 

The object of the operation is, of course, to diminish the sup- 
ply of pabulum to the growth and so to starve it out, as it were. 
It would seem at first sight as if there would be some danger 
of cutting off too much of the blood supply of the uterus and so 
causing gangrene where the uterine and ovarian arteries on 
both sides are ligated, but no such case has yet been reported 
which shows the danger to be more theoretical than real, the 
collateral circulation apparently being sufficient to nourish the 
organs. 

Martin considers that the cases most suitable for this form of 
treatment are those of small interstitial fibroid, especially when 
they first make themselves manifest towards the menopause. 
Another class of cases where this operation is indicated is where 
the patient has become too exsanguinated from repeated hem- 
orrhages to undergo a serious operation and where the hemorrh- 
age may be stopt to give the patient a chance to recuperate. 

The contra-indications are (1) when the tumor is either sub- 
mucous or sub-serous; (2) where the tumor has risen out of the 
pelvis to such an extent that the bases of the broad ligament 
cannot readily be reacht and (3) where the patient is near the 
menopause and has a large tumor, which has suddenly taken on 
activity, the tendency of such tumor to become malignant being 
much greater than where it is of small size. 

Oophorectomy, or Tait’s operation, was 1ormerly largely 
practist for the cure or relief of fibroids of the uterus, the chief 
contra-indication being the fact of the tumor being so large as 
to cause the appendages to be flattened out upon its surface in 
such a way as to render their removal extremely dangerous. 

In the present advanced stage of pelvic surgery we are en- 
abled to perform the more radical operations of hysterectomy 
with such a low rate of mortality that they have almost entirely 
supplemented the less heroic and equally less efficacious opera- 
tion. This latter is now chiefly limited to (1) those cases where 
the patient will not submit to removal of the uterus; (2) where for 
any reason it is found impossible to proceed with the removal 
of the uterus after the abdomen has been opened, and (3) where 
celerity in operation is essential on account of the patient’s con- 
dition. One other class of cases might call for this operation, 
viz: where the only trouble to which the tumor is giving rise is 
pressure, and its efficacy under such a condition was well illus- 
trated in a patient who came under my care some four or five 
years ago. At that time she was complaining of retention of 
urine (requiring to have the catheter past every few hours for 
some days), as well as a certain amount of dull pelvic pain. 
She was admitted under me to the Montreal General Hospital in 
this condition and found to have an interstitial fibroid of the 
uterus filling the whole pelvis. On opening the abdomen, the 
tumor was found to be so firmly wedged into the pelvis that its 
removal was deemed inadvisable, so both sets of appendages were 
removed. The result was almost better than one could expect, 
as within three weeks the patient could pass her urine unaided 
and she has continued in good health up to the present, the 
tumor, altho but slightly diminisht in size, giving rise to no symp- 
toms whatever. 

This operation acts not only by bringing about a premature 
menopause but it also reduces the blood supply of the uterus on 
account of both of the ovarian arteries being tied off, but, as stat- 
ed elsewhere, it is not the operation one would select by prefer- 
ence except in a very limited number of cases. Altho occasionally 
it is followed by a good result, yet in a large percentage of those 
cases where the ovaries are removed for the purpose of stopping 
hemorrhage it fails and the patient has to undergo the discom- 
forts and risks of a second operation. 

4. Myomectomy may be either a simple operation, as where 
one has to deal with a pedunculated growth, or else be ex- 
tremely complicated, as in cases where a number of fibroid no- 
dules require to be enucleated from the substance of the uterus. 

In my opinion, it is a proceeding, the applicability of which 
is limited to those cases of fibroid where the line of demar- 
cation between the tumor and uterus is very decided, or else to 
those cases where one or more small nodules are projecting to 
some extent beneath the peritoneal covering of the uterus whose 
presence. has been discovered during an abdominal section for 
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some other affection. Under the latter condition, these nodules 
should always be removed unless the patient is beyond the 
menopause, as their removal adds very little to the risk of an 
abdominal section and they are always liable to take on active 
growth. Some operators go the length of saying that one can 
thus remove any number of small tumors, suturing up the 
cavities with catgut. Among the strongest advocates of this 
method of treatment is Howard Kelly, of Baltimore, who says 
that “myomectomy should always be preferred to hystero-myo- 
mectomy in a young woman, provided there are no complica- 
tions,” whereas Penrose of Philadelphia takes exactly the oppo- 
site view, viz., that hysterectomy is preferable to myomectomy 
as a rule. Kelly cites the case of a patient from whose uterus 
30 distinct nodules were removed and he claims that this patient 
not only had a good recovery but that she also possest a healthy 
and useful uterus. It hardly seems possible that a uterus in 
which so many cavities were made and then sewn up could be 
termed a “good” healthy organ. A quantity of scar tissue 
would be formed which would certainly be unfavorable to ges- 
tation, and, when we remember how frequently carcinoma devel- 
opes in connection with such tissue, it would appear, a priori, that 
a structure which had been so maltreated would be extremely 
liable to develop serious trouble, especially were pregnancy to tol- 
low. Martin, of Greifswald, is another advocate of this procedure 
but even in his hands the mortality from hemorrhage and sepsis 
is very great. Previous to incising the tissue over the tumor, he 
passes a temporary elastic ligature around the lower part or the 
uterus, thus checking the hemorrhage which would otherwise 
occur during the process of enucleation. 

Where the tumor is sub-mucous and the cervical canal can 
be readily dilated sufficiently the myomectomy may be done by 
morcellement which is too old and well known an operation to 
deserve more than mention at such a meeting as this. 

Since January 1st, 1897, twenty-seven cases of fibrous disease 
of the uterus have been operated upon by me with one death 
which occurred on the eighth day from pulmonary embolism, and 
of these twenty-seven operations myomectomy has been done 
five times, being followed by perfectly smooth cunvalescence in 
each instance. The largest individual tumor removed weighed 
two ane one-half pounds and the largest number of nodules ex- 
tirpated from any one uterus was five, so it is seen that no very 
serious cases received this method of treatment. In all five 
cases, the tumors either possest well defined pedicles or else were 
projecting distinctly beneath the peritoneum. 

5. We now come to the most radical operation of all:—Hys- 
terectomy. Altho the most radical, this is the method of treat- 
ment of uterine fibroids employed by most of the operators upon 
the continent of Europe and on this side of the Atlantic for the 
following reasons; if the patient recovers from the operation 
there cam be no return of the disease, and second in the hands 
of a skilled operator it is less dangerous than myomectomy by 
enucleation or morecellement. 

Noble, of Philadelphia, says of hysterectomy, that ‘‘when it is 
done early before the patient’s general health has been broken 
down, and before complications such as degenerations of the 
tumor or disease of the appendages have taken place, I am thoro- 
ly convinced that hysterectomy for what may be called a healthy 
fibroid tumor of the uterus, when done by an expert, is as safe, 
if not more so, than ovariotomy.” He advocates supra-vaginal 
amputation of the body. 

He is supported by the writer of the article upon hysterec- 
tomy for fibroids in the “American Text-book of Gynecology,” 
who states that the mortality following all cases of removal of 
the uterus for fibroid, including the most complicated cases, 
should not be more than eight per cent, while one should not lose 
more than three per cent of uncomplicated cases, and my own 
experience tallies with both of these statments. It is a disputed 
point as to whether or not removel of the cervix adds to or de- 
tracts from the gravity of the operation, but personally I prefer 
to remove it. For one thing, when it is taken away and the ends 
of the vaginal walls approximated, there is no communication be- 
tween the raw surface and the exterior by which any germ might 
enter. You will probably sty that while no germs can enter, 
this suturing across the top of the vagina prevents any drainange 
of the raw space left beneath the peritoneum. This is doubtless 
true and therefore where I am at all doubtful of my technic or 
where pus in the pelvis has complicated the case, it has been my 
practice to pack the cavity with gauze, the ends of which pro- 
ject into the vagina so as to provide drainage and allow of its 
removal, and then to unite the two flaps of peritoneum by a run- 
ning suture, thus making the seat of operation entirely extra- 
peritoneal. 

Another plea for its removal is the weight of the cervix, 
which tends to invaginate the vagina. It is held by many that 


the cervix is the key-stone of the arch of the vagina 
and that therefore its removal favors shortening of the passage. 
In my humble opinion, to talk about the keystone of an arch the 
uprights of which are composed of soft yielding structures is 
nonsense and the fallacy of the statement that removal of the 
cervix renders shortening of the vagina more liable to occur has 
been seen not only in my own practice but also in that of others. 
Knowsley Thornton, of London, has found, upon examining his 
patients at different periods after hysterectomy, that not nearly 
so much shortening followed complete as partial hysterectomy. 
Again in a work upon pelvic inflammations, W. R. Pryor, of 
New York, presents a plate which shows the pelvic contents of a 
woman from whom the uterus had been removed several years 
previous to her death, and he remarks “notice how the bases of 
the broad ligaments hold up the vagina. There is no tendency 
to hernia, and the posterior cul-de-sac is just as deep as it ever 
was. This specimen is of value to us as showing the manner 
in which the vaginal continues to be supported even after re- 
moval of the uterus.” In my own practice, out of eighteen cases 
of hysterectomy for fibroid which I have performed since Jan- 
uary Ist, 1897, there has been but the one death above referred 
to, and of these, fourteen were total hysterectomies, the cervix 
for various reasons being left in only four. On examining these 
cases subsequently, I can positively assert that there was no more 
shortening of the vagina or prolapse of the vaginal walls where 
the cervix has been removed than where it had not been toucht. 
In four of these cases of total hysterectomy, the cervix was sep- 
arated from its vaginal attachments and uterine arteries were 
ligated thru the vagina before opening the abdomen. Where the 
tumor and uterus are low in the pelvis so that the arteries can be 
readily reacht, this proceeding is to be recommended as it greatly 
simplifies the intra-abdominal work, but the majority of tumors 
which call for operation will be found to be situated so high up 
in the pelvis that it will be very difficult indeed to reach the ves- 
sels from below. . 

The last argument in favor of the more radical operation is 
that while the cervix is present in the pelvis, the patient is al- 
ways liable to disease of that organ, as for example carcinoma 
and inflammation; and as the cervix is the seat of disease in the 
majority of cases of pelvic cancer in women, the removal of that 
part frees the patient of a serious danger. 

Having now decided upon total hysterectomy, by which route 
is the uterus to be removed, the abdominal or the vaginal? 

This question has provided ample subject for debate or sev- 
eral years back, but, in my opinion, the two routes should not be 
considered as rivals in any sense of the word, when the disease 
calling for the operation is fibroid of the uterus. Where we have 
a small tumor which can readily be reacht per vaginiam and 
where the passage is roomy, there is no doupt but that the 
vaginal is the best route to pursue, as it takes no longer than the 
abdominal method, the patient makes a somewhat better recov- 
ery, there is no risk of hernia and there is no abdominal belt to 
be worn. If we operate per vaginam, the use of ligatures will be 
found to be more satisfactory than clamps in preventing hem- 
orrhage, as they cause the patient no pain, do not necessitate 
disturbance of the patient for their removal and there is less 
danger of secondary hemorrhage than where clamps are em- 
ployed. Pean, of Paris, recommends that all fibroids no bigger 
than the fetal head be removed per vaginam, all others thru 
the abdomen. In the latter case, however, he removes the supra- 
vaginal portion of the uterus thru the abdomen and then takes 
away the cervix per vaginam, which seems to me to be a putting 
the cart before the horse method of operating, as one usually 
curettes the uterus before removing it, so I fail to see why one 
should not finish the vaginal work at once instead of having to 
change the position of the patient twice. 

All fibroids larger than those above mentioned, i. e., larger 
than a fetal head, should be removed by total abdominal hys- 
terectomy and no one method will be applicable to every case. 

The following method has been the most serviceable in the 
writer’s hands: 

After opening the abdomen, and extruding the tumors thru 
the incision, the intestines above the tumor are covered by hot 
aseptic towels. The anterior layer of the broad ligament on one 
side is then incised from just below the extremity of the Fallop- 
ian tube to the outer end of the fold between the uterus and 
bladder and the vessels contained in this area of tisssue are 
ligatured, each in two places, and divided, the ligatures running 
beneath the posterior layer of the broad ligament. The ligament 
is now divided and the other side is treated in the same way. 
The next step is to make the anterior flap of peritoneum by unit- 
ing the lower extremities of the other incisions by a line running 
across the anterior surface of the tumor a little above the utero- 
vesical fold, this flap being dissected free. The finger now works 
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its way down thru the base of each broad ligament until the 
uterine artery is discovered. This is isolated as much as possible, 
is ligated in two places and divided after its fellow of the op- 
posite side has been dealt with in a similar manner, the uterus 
is drawn forward and a posterior flap of peritoneum dissected 
down. The vagina is now entered between the bladder and 
uterus and, using the index finger in the vagina as a director, 
the roof is divided all around the cervix and as close to the 
latter as possible in order to prevent shortening. The uterus 
being now free is removed and all bleeding points are ligated. 
The two walls of the vagina are then sewn together by a con- 
tinuous catgut suture, after which a similar suture is used to 
close over the raw surface, beginning at the outer border of the 
left broad ligament. The vessels and their ligatures having re- 
tracted down between the layers of the broad ligament, the 
edges of this structure are brought together so as to make the 
ligatures lie entirely beneath the peritoneum, and the whole raw 
surface is closed over in this way from one side of the pelvis to 
the other; when passing over the extremity of the vagina, it is 
included in the running suture so that it receives additional sup- 
port. The abdomen is then wiped dry and closed. 


SUMMARY. 


1. A uterine fibroid should not be interfered with unless 
it is giving rise to serious symptoms, be they mental or physical, 
notwithstanding the statement of one gynecologist (Gordon, of 
Portland) that he removes all fibroids which he meets with in 
practice whether they are causing trouble or not. 

2. Curetting is merely a palliative measure, as is also in 
many cases ligature of the uterine arteries. 

8. Removal of the appendages ought to be merely a dernier 
ressort as it practically never cures and does not always even 
relieve. 

4. The operation of selection should be either total hyster- 
ectomy or myomectomy. 

5. Myomectomy is to be chosen (a) where the tumor is sub- 
mucous and pedunculated; (b) where it is sub-serous and either 
has a pedicle or its border is well defined (c) where several small 
nodules lie immediately beneath the peritoneum. 

6. Total hysterectomy is indicated (a) where the tumor is 
sub-mucous and non-pedunculated and the cervix cannot be 
dilated sufficiently to allow of morcellement; (b) where the tumor 
is either interstitial, large and sub-serous without a pedicle, soft, 
fibro-cystic, or undergoing degeneration; (c) where the tumor is 
complicated by diseased adnexa. 


ROUND LIGAMENT VENTROSUSPENSION OF THE 
UTERUS.* 


BY D. TOD GILLIAM, M. D., COLUMBUS, OHIO. 


Various devices have been resorted to for restoring and hold- 
ing in place the retrodisplaced uterus. All of these have been 
faulty and many absolutely prejudicial. The need of the hour 
is an operation that will utilize the natural supports of the uterus, 
that will insure a fair amount of mobility, that will adapt itself 
to the various functions of the uterus—pregnancy and parturition 
—and that will be lasting in its results and withal easy of execu- 
tion. Profiting by the work) of Ferguson along this same line, I 
have devised an operation which fulfills all these indications and, 
as I believe, solves the problém most satisfactorily. 

The steps of the operatiqn are as follows: 

1. A median abdominal section three or four inches in length 
and at the usual site betwe¢n the umbilicus and pubis. 

; oken up and the fundus brought for- 
ward, after which the patient is placed in the Trendelenberg 
position. 

8. The round ligamen{/ is now seized on one side and brought 
to the opening. This may/be done either by the fingers or by the 
aid of forceps. 

4. A thread is next/carried under the ligament at a distance 
of about one and a half inches from the uterus. The free ends of 
the thread are broughé out of the abdomen and secured by clamp 
forceps. 

5. The other rownd ligament is secured in the same way. 

6. The rectus yhuscle is next exposed near the lower end of 
the incision by ref 
sheath on the tipS of two fingers applied to the peritoneal sur- 
face under it. 

7. A point about one inch external to the margin of the in- 
cision and something over an inch above the pubis is selected, 


*Abstract of a 


per read before the American Association of Obstetricians 
and Gynecologists, 


isville, Ky., Sept. 18, 1900. 


thru which the perforating forceps specially devised for this pur- 
pose are thrust into the peritoneal cavity. The two fingers al- 
ready in the cavity guard the instrument in its passage and place 
the thread which surrounds the ligament within its jaws. 


8. The perforating forceps are now withdrawn after remoy- 
ing the clamp forceps from the thread, and both thread and liga- 
ment are brought up thru the perforated wound in the abdomen. 

9. While the ligament is held taut it is fastened into the 
wound by a to and fro catgut suture past deeply thru the liga- 
ment and including the tissues on either side. 

10. The opposite side is treated in the same manner and the 
median abdominal incision closed as usual. The most rigid ob- 
servance of all the rules of aseptic surgery is essential to pre- 
vent suppuration, and only a small loop of the ligament should 
be drawn up thru the wound. 


A BAD PENETRATING WOUND OF THE .ABDOMEN—RE- 
COVERY. 


BY M. M. GILBERT, M. D., MESA, ARIZ. 


One year ago I was called to treat a patient under such cir- 
cumstances that, in view of the recovery of the boy, the case 
seems worthy of a brief report. 


The patient was a lad of about twelve years of age, of good 
family history and of excellent health. who fell from a load of 
hay, striking upon a sharp fence-post in such 4 manner that the 
post entered the abdominal cavity somewhat below the umbilicus. 
There was immediate protrusion of the omentum and the intes- 
tines to a considerable degree. The field hands attempted to 
replace the viscera, of course without any measures of cleanli- 
ness, but did not succeed in keeping the omentum inside. He was 
then placed upon the wagon and brought to me, a distance be- 
tween three and four miles—with the omentum and some of the 
ileum protruding, and shaken up by the jolting of a lumber 
wagon. Besides, the heat was intense and a great amount of 
dust flying. 

On examination, I found the omentum badly mangled and 
the intestine torn in its mesenteric attachments for a distance of 
six to eight inches, but in such a manner that the blood-supply did 
not seem to be entirely shut off; so I concluded that an excision 
of gut was not necessary. I, therefore, trimmed up the omen- 
tum as best I could, sutured the mesenteric tears and cleaned 
everything up in as good a shape as was possible with night 
rapidly approaching and a furious sand storm raging. The dark- 
ness was such and the amount of fine sand so great on the intes- 
tines and omentum that I did not dare to close the wound, ‘as 
would usually be done, but simply brought the margins together 
with a suture or two, with the intention of closing the wound 
properly next morning if the boy were still alive, with a chance 
of continuing so. 


Next morning there was such a violent inflammation in the 
wound, in spite of my attempts at securing an antiseptic condi- 
tion and the sterile dressings applied, that it was impossible to 
do anything with it. I, therefore, treated the wound as any other 
badly infected wound would be, regardless of its connection with 
the peritoneal space. 

A most violent peritonitis arose, as was to be expected, ap- 
parently involving the whole of the peritoneum, with iarge quan- 
titis of pus promptly forming and discharging freely from the 
wound and cavity. He was given opium and aconite freely and 
frequent irrigation practist. 

He finally recovered, but still has an unclosed wound and 
Wears a pad and truss. 


It is my opinion that my inability to close the abdominal 
wound as I desired saved this boy’s life: the free outlet of the 
open wound allowing the pus to escape instead of poisoning him 
hy its absorption. To have gotten union by “first intention” 
would have been utterly impossible under the circumstances, and 
I now realize that it would have been folly to do anything ex- 
cept to provide for the freest drainage. 


I find that in this hot, dry climate any wound exposed to the 
air for three or four hours will not unite under any form of treat- 
ment, even wounds of the scalp being hard to heal. If a careful 
cleaning is done immediately and the strictest antiseptic precau- 
tions carried out, healing is sometimes secured without much sup- 
puration; but even in wounds produced by the surgeon himself 
ote perfect asepsis primary healing is not always to be ob- 

ned. 
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EDITORIAL NOTES. 


The figures given by Dr. A. T. Hobbs, of the Ontario Asylum 
for the Insane, in this issue of the Journal should be sufficient 
to cause the appointment of a board of gynecological examiners 
for every hospital for the insane in the world in which the meth- 
ods practist at London have not already been adopted; and pa- 
tients found to be affected by gross pelvic lesions subjected to 
proper treatment by competent operators. That the percentage of 
cures in a period of five years after the adoption of operative 
measures should rise from 37 to 52, while that of the male side 
of the house remained stationary, shows conclusively that the 
improvement depended exclusively upon the gynecological work 
and not upon improvement in general treatment. The deduction 
that of the 150,000 insane women now in the United States and 
Canada more than 22,000 might have been saved by timely surgi- 
cal treatment is simply appalling. That a large proportion of 
these unfortunates might still be benefited—even cured—may 
well be maintained by the scientific gynecologist. In view of the 
facts. is not the apathy of the average institution-doctor truly 
criminal? Gynecologists of the world, arouse! Correct this cry- 
ing evil. 


* The recent meeting of the Canadian Medical Association at 
Ottawa was a most excellent one, eclipsing all previous ones in 
every essential particular. The physicians of the capital city 
deserve great credit for the royal manner in which they enter- 
tained the visiting members and guests of the association. 


In the selection of Winnipeg as the place for the next meet- 
ing the association did well. The great Northwest is far remote 
from Ottawa, and it can scarcely be expected that citizens of 
British Columbia and of the Northwest Territory—not to mention 
nearer Manitoba—shall travel thousands of miles every ‘year to 
the easternmost parts of the Dominion; yet it has within its area 
many of the brightest and most skillful practitioners of the North 
American continent, who should be members, No doubt many 
of these will be present at the next meeting. 


Winnipeg is not so remote from the maratime provinces as to 
endanger the success of the meeting. It is, indeed, but a pleas- 
ant trip from Ontario and not a disagreeable one from the regions 
farther east, so that for one year at least the members of the 
East may well journey half way to the setting sun to meet their 
progressive brethren of the Western plains and mountains. The 
new president, Dr. H. Chown, of Winnipeg, will no doubt see that 
the Northwest is well represented numerically. That the visitors 
will be well entertained socially goes without saying. 


The other officers of the association elected at the Ottawa meet- 
ing are: Vice-president for Prince Edward Island, H. D. Johnson, 
Charlottetown; vice-president for Nova Scotia, A. I, Mader, Hali- 
fax; vice-president for New Brunswick, T. D. Walker, St. John; 
vice-president for Quebec, A. Lapthorn Smith, Quebec; vice- 
president for Ontario, A. A. Macdonald, Toronto; vice-president 
for Manitoba, J. A. Macdonald, Brandon; vice-president for 
Northwest Territories, J. F. Lafferty, Calgary; vice-president for 
British Columbia, S. J. Tunstell, Vancouver; general secretary, 


F. N. G. Starr, Toronto; treasurer, H. B. Small, Ottawa. Execu- 
tive Committee—R. J. Blanchard, W. Hardy Smith, Winnipeg, 


and R. S. Thornton, Doloraine. ‘ 


In the report of the efficient secretary, Dr. F. N. G. Starr, 
of Toronto (whose resignation, fortunately for the society, was 
not accepted), reference was made to the honor recently conferred 
upon three of Canada’s most distinguisht surgeons: Drs. T. G. 
Roddick and Sir William Hingston, of Montreal, and Irving H. 
Cameron, of Toronto, viz.: the honorary degree of F. R. C. S., 
Eng., bestowed at the last meeting of the Royal College. This is 
the first time that the medical profession of Canada has thus 
been recognized. It speaks well for the work being done on this 
side of the Atlantic. 


Perhaps the two addresses which attracted most, and de- 
served, attention were those of the president (Dr. R. W. Powell, 
of Ottawa), in which great stress was laid upon the importance 
of legislation intended to check the spread of the great white 
plague—tuberculosis—closing with the advice to “isolate acutely 
tuberculous patients from all mankind;” and that of Dr. Stirling 
Ryerson, of Canadian Red Cross fame, who served with Lord 
Roberts in the field of South Africa. Thru the courtesy of Col. 
Ryerson the Journal is able to present this address this month. 


Unfortunately, but little progress was made toward the solu- 
tion of that ever-present problem: Interprovincial registration. 
The commitee having this in charge (popularly known as Rod- 
dick’s Committee) met, ’tis true; but the results were so wholly 
intangible that nothing can be expected before the Winnipeg 
meeting. Even then, if the committee, or individual members 
acting independently, can present a satisfactory plan for Domin- 
ion registration, ’twill be a wonder. And poor old Ontario seems 
compelled to shoulder the blame every time! But—in the lan- 
guage of the coster-song: “There are others,” and it may be that 
in the end Ontario will be found to have been not so far wrong. 
It is devoutly to be hoped that this matter may soon be settled 
to the satisfaction (and quietude) of all the provinces. It surely 
ought to be easy of solution in these days of superior medical 
education and high requirements as to education before entering 
medical schools. 


The feature of the meeting most popular was the address of 
Mr. William Owen, of the Great Ormonde Street Hospital, of 
London, who delivered the address in surgery, taking as his sub- 
ject: “Tuberculous Lesions from a Clinical Point of View.” It is 
possible that the celebrated author will furnish an abstract for 
this journal at an early date—it had not been received up to the 
time of going to press. 


The adress in gynecology was delivered by Dr. William Gard- 
ner, of Montreal, and was well received. Readers of the Journal 
will find its perusal well repaying the time spent. 


The only disappointing feature of the entire meeting was that 
the registration amounted to only 153. Let it be doubled at 
Winnipeg. 


There has been organized at Fort Wayne, Ind., an association 
which every physician should join; no man doing any surgical 
work whatever can well afford to remain outside Its protection, 
It is known as the “Physicians’ Guarantee Company.” The ob- 
ject of this association is to defend any physician or surgeon sued 
for malpractice. Of such a company the first inquiry naturally 
is: “Is it responsible?” In this instance the answer, unqualifiedly, 
must be yes; for it is organized with a capital of $100,000, and 
has a reserve fund of $50,000, and its officers are men well and 
favorably known for many years—men like Drs. A. P. Buchman 
and Miles F. Porter, for a long time teachers in the Fort Wayne 
College of Medicine. 


The second query follows: “Will it protect?’ To this the re- 
sponse must be equally emphatic: It does protect to the extent 
claimed by its projectors. It was incorporated under a peculiar 
statute of Indiana, which provides for associations “for the pur- 
pose of aiding, indemnifying and protecting the medical profes- 
sion in scientfic researches, and in the practice of medicine and 
surgery”—a statute totally different from that found in any other 
state, and amply covering all requirements of the company to 
operate in every state. 
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The mode of protection may, at first glance, seem peculiar 
and not wholly adequate for what seems to be demanded, but a 
careful study of the plan shows it to be the ideal way in which 
to defeat the blackmailers and ungrateful or angry patients who 
seek to: mulct the doctor of his hard-earned coin, and to practi- 
cally destroy the business of the shyster lawyers who champion 
such cases for the hope of a share of the plunder—politely desig- 
nated as a “contingent fee.” 


The protection is as follows: The contract of the company 
with physicians and surgeons who join provides that, if the mem- 
ber who holds it is sued for damages for civil malpractice, the 
company will defend the suit for him. It will pay all expense of 
attorney’s fees, experts, witnesses and court costs to a limit of 
five thousand dollars in each case; and it will make this defense 
in all suits brought in which the cause of action arose during the 
life of the contract, no matter when they are brought, with only 
this limitation: that it shall not be bound to expend more than ten 
thousand dollars in defense of cases in which the cause of action 
arose in any one year of the life of the contract. That is to say, 
for every annual payment on his contract the physician has the 
obligation of the company to spend ten thousand dollars for him, 
if necessary. 

It is required of the contract-holder that he shall at once 
notify the company at its home office in case of suit being 
brought. The company will at once send its representative to 
the ground and, upon consultation together, the physician and the 
company’s representative will select a local attorney to co- 
operate with the company’s regular attorneys in defense of the 
ease, After that the physician has no further responsibility, ex- 
cept to give his testimony, if required, and give the company’s 
attorney the benefit of all information within his knowledge, The 
company will contest the case by all means known to the law and 
to the highest court to which an appeal can be taken, subject 
only to the limitation of five thousand dollars outlay in one case 
and ten thousand dollars on cases arising from services rendered 
in any one year during the life of the contract. 


By thus taking the case to the highest court of appeal with- 
out expense or annoyance to the doctor, two objects are accom- 
plisht: First, the lawyer who took the case on the contingent p!an 
dies of old age or drops the case from want of hope; and second, 
if the case comes at last to a hearing, it is considered in a court 
which thus far in the history of this country has but rarely af- 
firmed judgments of lower courts in malpractice suits. 


If, upon careful investigation of the facts, it is found that 
circumstances are such that a judgment would finally be rendered 
against the doctor in spite of taking advantage of every legal 
resource, the contract provides for a settlement with the plaintiff, 
upon mutual consent of the physician and the company, without 
expense to the physician; but the physician cannot compel the 
company to make such settlement unless it meet the sanction 
of its attorneys. At first glance this, perhaps, may seem to be 
an objectionable reservation on the part of the company, but a 
moment's consideration reveals the wisdom of it. If it were pos- 
sible for the doctor to force the company to compromise the case, 
it would be a very easy matter for an unscrupulous man (and it 
must be confest that there have been a few rascals among medi- 
cal men of the past, honest as is the majority now) to “trump 
up” an apparently bad case with the connivance of a bright ac- 
complice, demand a settlement of the company, secure a large 
sum as a compromise, and divide the proceeds with the “partner.” 


For this same reason, as well as one of greater import, the 
company does not pay judgments against its members, if at last 
an adverse decision is rendered. This, also at first sight, appears 
to be unreasonable; in fact, one of the primary objects of the com- 
pany was, at the outset, to pay all judgments as well as court 
costs and attorney's fees. But it was very soon apparent that 
this laid the doctors open to an unexpected danger. The fact that 
the money is in bank ready to pay at once any judgment secured 
by hook or crook is an inducement for the shyster to proceed 
upon even the slightest pretense instead of investing only in cases 
where the chances would be good for securing a verdict; so that 
suits for malpractice would increase in number as rapidly as 
membership in the company increast. Moreover, if the company 
agreed to pay the amount awarded by the jury it would enable 
the lawyer to appeal to the juryman’s feelings against corpora- 
tions by assuring him that the burden of payment would not fall 
upon his neighbor, the doctor, but upon a corporation amply able 
to pay “the unfortunate victim” for the alleged bad results of im- 
proper treatment. 


If, then, the company cannot be forced to compromise a suit, 
and if it does not agree to pay the amount of damages assest 
by the jury, does it afford a protection to the surgeon proportion- 
ate to the expense of becoming and continuing a member? An 
impartial investigator must admit that it certainly does. In the 
first place, if the doctor is able, when first approacht by the law- 
yer eager for his contingent fee, to assure him that he is ready— 
nay, anxious—to fight the case in court, that he belongs to an as- 
sociation the sole object of which is to provide the most compe- 
tent attorneys to defend the suit and that five thousand dollars 
is at his back to pay costs, ete., for carrying the case to the su- 
preme court in case of defeat, nine cases out of ten will be dropt 
without further proceedings. If, however, the lawyer be possest 
of more enthusiasm than discretion and desires to carry the case 
into court, the company not only assumes all expense of conduct- 
ing the trial, but provides its own attorneys, especially skilled in 
the conduct of such cases, and also employs the best local attor- 
ney available to assist in the defense. 


But—perhaps says the doubting one—suppose the company 
should fail to keep its agreement to furnish the very best of legal 
counsel, its own and the local lawyer, and to expend any and all 
sums up to five thousand dollars in exhausting all lawful means 
for defeating actions against its members? What then? The reply 
is, first, that the men conducting the company are of unimpeach- 
able character—men who stand too high to be liable to suspicion; 
second, that one such failure to make proper defense of a mal- 
practice suit would be so widely heralded by the medical press 
of this country as to eternally ruin the business of this and every 
similar company; and third, the failure of the company to keep 
its contract makes it liable to suit for damages, in which the 
company would be responsible for all loss incurred by the physi- 
cian by reason of its failure to defend him. And under the laws 
of most of the states this suit could be brought by the physician 
in the place of his own residence, the company being required to 
appoint an agent in the state to accept service in case of suit 
against it by a citizen of the state. The nature of the contract 
is such that the reputation of the company is at stake in every 
suit (as well as is that of the physician), and it can, therefore, 
be relied on to do its best in the defense with as much certainty 
as the physician himself. 


So, upon the whole, as a means of preventing the bringing of 
suits and as a way of providing for all expenses save the amount — 
of judgment, it may properly be said that this association does 
protect even to a far greater degree than one could naturally ex- 
pect for the small expenditure demanded; and it is, therefore, 
hoped that its membership may rapidly increase. 


The next meeting of the Indian Territory Medical Association 
promises to be an exceptionally interesting one. The Journal 
(which reaches practically every registered physician in the terri- 
tory) would, therefore, urge a large attendance at Muscogee on 
December 4 and 5. The following is the program: Address by 
the president, LeRoy Long, of Caddo; address in medicine, Fred 
S. Clinton, Tulsa; “Practical Points in Diagnosis and Treatment 
of Gastro-Intestinal Disorders,” C. W. Dulin, Kansas City, Mo.; 
“The Most Rational Treatment of Pneumonia,” R. H. Harper, 
Afton; “Influenza and Its Modern Management,” Milton K. 
Thompson, Muscogee; “Uric Acid Diathesis: Its Complications 
and Treatment,” Jabez N. Jackson, Kansas City, Mo.; “Tonsillitis 
and Its Treatment,” S. G. Kennedy, Tulsa; “Neurasthenia: Its 
Treatment,” John Punton, Kansas City, Mo.; “Ascites and Its 
Treatment,” John C. W. Bland, Red Fork; “Nephro-lithiasis and 
Its Treatment,” Emory Lanphear, St. Louis, Mo.; address in sur- 
gery, R. I. Bond, Hartshorne; “Injuries of the Spinal Cord: Their 
Treatment and Result,” W. C. Graves, Hartshorne; “Abscess of 
the Lung,” C. D, Frick, South McAlester; “The Country Sur- 
geon,” G. R. Rucker, Checotah, Subjects unannounced, B. Hatch- 
ett, Fort Smith, Ark.; J, Block, Kansas City, Mo.; I. P. Gunby, 
Sherman, Tex.; D. Gardner, Lehigh; E. M. Wright, ‘Atoka. Address 
in Obstetrics, Gynecology and Pediatrics, G. A. McBride, Wagon- 
er; “Puerperal Eclampsia,” G. W. Ruble, Wagoner; subject un- 
announced, M. B. Ward, Kansas City, Mo.; “The Ureters in Intra- 
pelvic Surgery,” B. F. Fortner, Vinita; “Secondary Versus Pri- 
mary Operation for Lacerated Perineum,” J, D. Brazeel, Wagon- 
er; “Uterine Reflexes: Summary of Treatment,” A. W. McAlister, 
Columbia, Mo.; “Infantile Entero-colitis,” J. L. Jones, Wagoner; 
“Infant Feeding” F. M. Duckworth, Claremore; “Indigestion in 
Infants and Children,” S, R. Bates, Muldrow; “Inanition of the 
New-born,” L. T. Strother, Mowater. 
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SURGICAL NOTES. 


At the Ottawa meeting of the Canadian Medical Association, 
Dr. Perry G. Goldsmith, of Belleville, Ont., presented an interest- 
ing case of sarcoma of the right nasal fossa, with acute sinusitis 
and orbital cellulitis. The patient was a man thirty-eight years 
of age, a farmer, with unimportant family and personal history, 
who consulted the doctor on the 4th of August, with severe 
frontal headache. Growths and some bone were removed from 
the nose. After this the swelling and pain in the eye rapidly in- 
creast, so that the tumor was seen to project far forwards, down- 
wards and outwards. The growths in the nasal fossa were 
curetted and sent to Professor Anderson, of the Trinity Medical 
College Pathological Laboratory, who pronounced them sarcoma 
(of small round cell variety), with the walls of the blood vessels 
thin and poorly developt. The discharge from the nostril was 
of an odor similar to that emanating from cancer of the uterus. 
It was believed that cure is beyond the power of the surgeon 
in such advanced cases. The patient was presented, Dr. Gold- 
smith, remarkt, chiefly on account of its rarity—Bosworth hav- 
ing been able to collect records of only forty cases at the time his 
book was publisht a few years ago. : 


A valuable paper on gastric hemorrhage was contributed to 
this year’s meeting of the Canadian Medical Association by Dr. 
Geo. E. Armstrong, of Montreal. He exprest the conviction that 
there is a fairly well-determined field in which surgical interfer- 
ence may be of use in hemorrhage of the stomach. Hemorrhage 
occurs in about fifty per cent of gastric ulcers and is fatal in 
eight per cent. These cases may be arranged in two groups, the 
acute and the chronic. Rodman, of Philadelphia, has reported 
thirty-one operations for frequently recurring or chronic hemor- 
rhages with six deaths. Dr. Armstrong has operated five times 
for gastric hemorrhage, one being a chronic case, In one of these 
cases the patient was getting along nicely after the operation, 
when the patient expired suddenly, and on post mortem examina- 
tion thrombi was found in the branches of the pulmonary artery. 
Whenever the hemorrhage is severe enough to indicate that a 
large vessel is ruptured, immediate celiotomy is, in the opinion 
of Dr. Armstrong, indicated. 


At the late meeting of the Ontario Medical Society, Dr. L. W. 
Cockburn, of Hamilton, reported (Canadian Practitioner) two 
cases of obscure brain symptoms without any definite diagnosis, 
hoth occurring in young men. In the first no treatment being 
of any avail, an exploratory incision was advised and accepted. 
The dura and brain were both found healthy; but drainage was 
instituted and the patient recovered completely from his symp- 
toms thereafter. He considered this case as well as the second 
recorded to be one of cerebral neurasthenia. In the second case 
there was the history of a head injury in early life. Incision was 
also advised here, but up to present time has not been accepted, 
He made some remarks on meningocele, in which he referred to 
an operation on a child with resultant death thirteen days after 
the operation. He thought operation. the proper method of treat- 
ment in these cases, and condemned the injection of any fluid 
such as Horton’s. 


Canadian Practitioner and Review contains an abstract of 
remarks by Dr. F. J. Shepherd, of Montreal, on “Some Experi- 
ences in the Treatment of Hernias,’” in which he says: “It is 
now some twenty years since surgeons began to do these opera- 
tions by the open method. Now, however, we have learned how 
to properly handle these tumors and do not hesitate to operate 
upon the most extensive ruptures, as in a large hernia where 
the man could not put on his trousers. The methods of opera- 
tion are almost as numerous as surgeons, but there are certain 
general principles underlying alP operations. (1) The necessity 
for excision or obliteration of the sac, (2) Closure of canal (3) 
Union by first intention. Some also hold that alteration in the 


direction of the canal is necessary. Bassini’s is the operation per- |. 


formed by Dr. Shepherd, altho not always successful. He has 
used all kinds of sutures. Absorbable sutures are the best, and 
if antiseptic are to be preferred. A suture that will last for 
three weeks is all that is wanted. He has used chromicized cat- 
gut for some time. He never washes out the wound, and thinks it 
better to dissect out the sac with the knife than to tear it with 
the fingers. He never uses a drain, For the last two years he 
has used rubber gloves in all his surgical work in the abdomen, 
and he considers his results have been better since he used them. 


In these operations, the mortality is practically nil. Operations 
on children are now the most successful cases. Formerly they 
were not advised except in strangulated cases. 


Gangrene of the leg following typhoid fever was the subject 
of some interesting remarks at the Ottawa meeting of the Cana- 
dian Medical Association by Dr. H. H. Chown, of Winnipeg. He 
reported two cases which have recently come under his observa- 
tion. In the first case, the patient had the classical symptoms of 
typhoid, the spots appearing at the end of the first week and be- 
ing very numerous. Great pain set in, in the calf of the leg, with 
collapse, while the limb was cold and bloodless. Cutaneous sensi- 
bility was lost over the leg. The third day after the complica- 
tion set in, the part involved included the lower third of the leg 
on inner side and lower half on outer. Operation was performed 
at upper and middle third of femur. Patient stood the opera- 
tion well. The temperature before the operation was 103.6; pulse, 


120; on the following day the temperature was normal and thepulse 


110. On the tenth day the flaps were united. There was a rise 
of temperature a few days later—a relapse, with hypostatic con- 
gestion of the lungs. On the fifth day hemorrhage of the bowels. 
The patient is now the picture of health, weighing 200 pounds, 
The second was a somewhat similar case, in which the blood re- 
acted early and promptly to the Widal test. The gangrene be- 
gan in the first case on the eleventh day of the disease; in the 
second, on the ninth. (Keen reports gangrene on the fourteenth 
day.) The gangrene in the second case extended to the upper 
and middle third of the leg. The leg was amputated and prompt 
union took place throughout. In the discussion Dr. R. B. Nevitt, 
of Toronto, mentioned a similar case coming under his observa- 
tion during the past summer. In his patient gangrene occurred 
about the third week of the fever; and he was not seen until 
about a week or ten days afterwards. Amputation was _per- 
formed thru the middle third of the femur and prompt recovery 
followed, 


GYNECOLOGICAL NOTES. 


Mastitis is a complication sometimes met in typhoid fever, 
tho the textbooks on pathology scarcely mention it. Fornaci re- 
ports (New York Medical Journal) the case of a woman aged 
forty years. On the twenty-ninth day of the disease she com- 
plained of pain in the right breast, which rapidly became so 
severe that she could not bear the pressure of the bedclothes. 
At that time convalescence had already set in and the tempera- 
ture had been almost normal for three days. On the thirtieth 
day a swelling of the size of an orange was noticed in the right 
breast. There was no fluctuation and the tumor was very pain- 
ful. The temperature rose to 40° C. (104° IF.) and the symptoms 
of a relapse rapidly set in. This recrudence lasted twelve days, 
when the patient became apyretic. On the fifth day after the ap- 
pearance of the swelling an exploratory puncture was made in 
the least resistent portion of the tumor. A few drops of sero- 
purulent fiuid were obtained, and broth cultures were prepared 
from the specimen. On the seventeenth day of the relapse the 
left breast was similarly affected, and a week later a third re- 
lapse occurred, lasted four days, and past off leaving the breasts 
painless, but still enlarged. On the seventy-fourth day after 
admission the right breast was almost reduced to its normal 
size, while the left was slightly enlarged, and indurated. The 
culture taken from the specimen of fluid obtained by puncturing 
the swelling showed the presence of bacillus of Eberth. Widal’s 
reaction was obtained with some of the culture mixt with the 
patient’s serum in the proportion of one in forty. Five cubic 
centimetres of this culture injected into a guinea pig weighing 
320 grammes resulted in the death of the animal in twenty-two 
hours. 


Canadian Practitioner and Review gives a synopsis of a pa- 
per read this year by Dr. Clarence Webster, at the Canadian 


Medical Association, thus: He first spoke of symptoms in women 
—often overlookt by the general practitioner. He then took up 
the normal relationship of the abdominal and pelvic contents and 
proceeded to account for interabdominal pressure, the pelvic or- 
gans being to a large extent maintained in their respective posi- 
tions by reason of the pressure of the abdominal and pelvic walls. 
The average specific gravity of the viscera is very little more than 
that of water, the liver being 1.5 sp. gr. There is no proof that 
the mesenteries act as constant supports or were ever meant to 
be such; and the main factor in sustaining the viscera is the 
strength of the abdominal wall and pelvic floor. Local weak- 
ness of the abdominal wall has been fairly well described in books 
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under hernia, while general weakness of the abdominal wall 
has been described as pendulous belly; but general weakuess in 
his experience is an exceedingly rare condition. As to the ques- 
tion of etiology, the condition is found in women who have borne 
children; and on examination of the great majority of women 
there is some degree of separation of the recti muscles in the re- 
gion of the navel. All evidence later on may disappear, but 
permanent widening remains. The results of all this is unavoid- 
able enteroptosis; and it is generally to be found in women who 
have worn corsets. A common displacement is that of the right 
kidney. Dr. Webster dwelt upon the diagnostic symptoms of 
these conditions, and then proceeded to describe the operation he 
performs for their relief. This consists in bringing the edges of 
the two recti into apposition. He first performed an operation 
for the relief of the condition in November, 1898; and since that 
time forty-one cases have been operated on and the results have 
been most satisfactory. 


In Canadian Journal of Medicine and Surgery, Dr. Chas. M. 
Smith, of Orangeville, Ont., relates how he treated a cyst of the 
broad ligament. After opening the belly and crowding the cyst 
well up in the wound, and pressing margins of incision back- 
wards, the patient was turned somewhat over on the left side, and 
the trocar introduced, giving vent to an enormous accumulation 
of coffee-colored fluid, somewhat thinner than the usual contents 
of ovarian cysts, but more syrupy than that of parovarian cys- 
tomata. On introducing the hand into the cyst, it was found to 
contain no secondary growths, but when, after removing the hand 
and again sterilizing it, the doctor attempted to extract the col- 
lapst cyst, he was unable to bring more than about two-thirds of 
the neoplasm thru the incision, which had already been extended 
to five inches. He then ligated the left infundibulo-pelvie liga- 
ment with silk, and tied the uterine extremity in two sections, 
in which maneuver he was much aided by the assistant with the 
sound in uterus, which organ, by the way, admitted the sound 
to a depth of three and a half inches. A portion of the cyst- 
wall which was more loosely attacht and less vascular than that 
presenting at upper extremity of wound was snipt with the scis- 
sors, the fingers introduced, and aided by moderately strong 
traction with the other hand, the cyst was shelled out of its bed 
with the exception of a strip along the upper and posterior aspect 
of the growth—apparently the expanded tube and remains of 
mesosalpinx. In order to avoid having a number of ragged peri- 
toneal ribbons the operator again used the scissors, cutting be- 
tween two pairs of hemostatic forceps with jaws protected by 
rubber tubing. A very fair pedicle was drawn out, and secured 
with figure-of-eight ligature. The raw surface of stump was 
toucht with thermo-cautery. The condition of patient being ex- 
cellent, he carried the ends of ligatures (graspt in the extremity 
of a long pair of forceps, drawn down into the cul-de-sac) thru 
an opening into the vagina, and secured around a pledget of iodo- 
form gauze. The anterior and posterior raw peritoneal edges 
were whipt together with a button-hole stitch. Two quarts of 
hot saline solution were used to flush out the blood, and the 
wound was brought together with five retentive sutures of silk- 
worm gut, a double row of continuous catgut uniting first the 
peritoneum and posterior rectal fascia, then the muscle and an- 
terior fascia, upon which a small roll of iodoform gauze was laid, 
reaching from upper to lower end of wound, and protruding from 
lower extremity. Edges of skin were united by continuous su- 
ture of silk, The patient made an exceptionally good recovery. 


At St. Francis Hospital, October 24, Dr. Geo. M. Edebohls, 
Professor of Gynecology in the New York Post-graduate Medical 
School, made an operation for radical cure of an umbilical hernia, 
and a suprapubic hysterectomy, using the new method of inject- 
ing a solution of cocaine into the spinal canal. Fortunately, there 
was none of the nausea and persistent vomiting which sometimes 
appears, and the patient remained utterly indifferent to the neces- 
sary cutting, sewing, etc., save for one thing: any great traction 
upon the broad ligaments, and especially any pulling upon the 
fold of peritonenm stript down from the anterior wall of the 
uterus, caused intense distress, tho no real pain. The same dis- 
comfort was produced when the gauze pads protecting the great 
omentum and intestines was drawn upon in removal: the trac- 
tion upon the mesentery and omentum caused an agonizing sen- 
sation in the belly, but no real pain. Closure of the parietes was 
accompanied by no discomfort—thus showing that the anesthesia 
had not worn off at. the time of dragging these various parts, In 
fact, at the end of more than an hour the analgesia was as per- 
fect as at the beginning of the operation. 


A vaginal hysterectomy was lately made by Dr. Robt. T. Mor- 
ris, of New York, in less than seven minutes by means of the 
angiotribe. The vaginal wall was incised in front of the cervix 
and the tissues quickly separated upward until the peritoneum 
was opened; then posteriorly the same. When the broad liga- 
ments were easily made out on either side the angiotribe was 
applied and the 3000 pounds pressure made, first on one side and 
then on the other—one minute being required of each. The 
uterus, tubes and ovaries were then cut away without the loss 
of a drop of blood, the peritoneum closed by a running suture 
and the vagina packt with gauze. Recovery was speedy and 
satisfactory in every particular. 


LITERARY NOTES. 


Canadian readers will be interested in the success of the 
latest book on Cancer of the Uterus, publisht by the Appletons, 
because it is written by a Canadian: Thomas Stephen Cullen, 
M. B. (Toronto), Associate Professor of Gynecology in Johns Hop- 
kins Hospital, Baltimore. It is a monograph of more than seven 
hundred pages, touching upon every phase of the subject. Every 
gynecologist will agree with a notable passage in the preface, 
to-wit: “The number of cases of cancer of the genital tract com- 
ing too late for operation is so appalling that the surgeon is ever 
seeking to devise ways and means by which the dread malady 
may be more generally detected at the earliest possible moment— 
at a time when the complete removal of the malignant tissue is 
still possible. But since it is the general practitioner who, as a 
rule, is first consulted, upon him largely falls the responsibility 
of arriving at a timely diagnosis.” 


Messrs. J. B. Lippincott Company have begun the publica- 
tion of the American Journal of Nursing. It is printed under the 
direction of the Associated Alumnae of Trained Nurses of the 
United States. The initial number is a beautiful magazine of 
ninety-six pages of reading matter, well edited, with plenty of | 
news and a number of fairly good original articles from various 
parts of the earth. It ought to prove successful. 


A very instructive book is that entitled: “The Irrigation 
Treatment of Gonorrhea—Its Local Complications and Sequelae,” 
by Ferd. C. Valentine, M. D., Professor of Genito-urinary Surgery 
in the New York School of Clinical Medicine, etc. It is a neatly 
printed volume of 220 pages, with 57 engravings; issued by Wil- 
liam Wood & Co., New York. The contents are interesting alike 
to specialist and to general practitioner, describing as they do 
the method of treatment rendered so popular by this distinguisht 
teacher. Many brilliant results have been reported in journals 
for some time; now that the question has assumed the importance 
of a book on the subject much better results still are to be 
hoped for. 

The Journal is in receipt of a neat little duodecimo treating 
of surgical tuberculosis (adenitis, osteitis, white swellings, hip- 
joint disease, Potts’ disease, etc.), by Dr, F. Calot, Surgeon-in- 
Chief of the Rothschild Hospital, Paris. It is in French—issued 
by G. Masson, of Paris, editor of the Library of the Academy of 
Medicine, 120 Boulevard Saint Germain. 


Early autumn has brought an unusually interesting group of 
reprints. Among the most important the following are noted: 
End to End Anastomosis of the Intestine, by J. L. Johnson, M. 
D., Louisville, Ky...... Gastroenterostomy in Carcinomatous Ob- 
struction of the Pylorus, by Geo. Geoffrey Cottam, M. D., Rock 
Rapids, Ia...... Corneal Corpuscular Activity, by Joseph E. Wil- 
letts, M. D., Pittsburg, Pa...... Pawlik-Kelly’s and Nitze’s Cys- 
toscopy in the Female, by Gustav Kolischer, M. D., Professor of 
Gynecology in the Chicago Clinical School...... Traumatisms of 
the Bladder and Urethra During Labor, and Their Sequellae, by 
the same author...... Degenerative Results of Defective Hered- 
ity, by Chas. Denison, A. M., M. D.; Denver, Col...... Submucous 
Ligature for Rectal Hemorrhoids and Prolapse, by B. Merrill 
Ricketts, Ph. B., M. D., Cincinnati, O...... Excision of High 
Rectal Carcinoma without Sacral Resection, by N. Senn, M. D., 
Ph. D., LL. D., Chicago, Ill...... Experiences in Intestinal Sur- 
gery, by Matthew D. Mann., A. M., M. D., Professor of Gyne- 
cology in the Medical Department of the University of Buffalo, 
INGE a neces Fashions in Drugs, by John P. Bennett, A. M., M. D., 
Chicago, Ill...... Notes on the Treatment of Uncomplicated Gon- 
orrhea, by Joseph Rilus Eastman, M. D., Indianapolis, Ind...... 
Diagnosis by Inspection in the Urinary Tract, by the same au- 
CHOP, . 5.05 The Fourth Hitherto Undescribed Disease of the 
Ovary: Colloid Degeneration, by Mary A. Dixon-Jones, M. D., 
New York...... Non-malignant Gastric and Duodenal Ulcers, by 
Thos. F. Satterthwaite, M. D., New York. 
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ADVERTISING RATES FOR 1903. 


ONE YEAR. MONTHS. THREE Mos. 
One Page $360 00 $180 00 $90 00 
One-half Page 180 00 90 00 45 00 
One-fourth Page..............--2--s-:0-+ 90 00 45 00 24 00 


50 Per cent. additional for space facing reading matter. 
AMERICAN JOURNAL PUBLISHING COMPANY, 
ST. LOUIS, MO. 


DO YOU KNOW THE VIRTUES 


Of the water and climate of Eureka Springs, Ark? Do you want 
toknow? We havea booklet on the subject which is yours for 
the asking; it is free. Address Bryan Snyder, G. P. A., Frisco 
Line, St. Louis. 


WORTHY OF NOTE. 


The recent developments in experimental pathology and 
therapeutics shed a flood of light upon a well-establisht clinical 
fact, i. e., that most cases of general debility associated with im- 
poverishment of blood, tissues and nervous forces are unbenefited 
by the ordinarily employed tonics, iron, arsenic, strychnine, ete. 
Precise methods of investigation show that the essential feature 
of anemia, nervous exhaustion and malnutrition is a failure on 
the part of nature to rebuild tissue and force as fast as they are 
consumed by the physiologic functions, Iron, arsenic, strych- 
nine, etc., can never bring about the process of metabolic equi- 
librium. What nature needs is help—help along the same lines 
by which she herself maintains the balance of waste and repair. 

Gray’s Glycerine Tonic Comp. is uniformly effective because it 
duplicates and reinforces nature’s methods. This remedy is pri- 
marily a stimulant to normal nutritive processes; it begins aright 
by coaxing atonic, functionless digestive organs to resume their 
normal work—enables them to digest and assimilate exactly what 
nature needs—food for blood, tissue and nervous force. It is an 
invariably effective remedy in anemia, nervous exhaustion and 
malnutrition from whatever cause. 


CONTAINS NO OPIUM, MORPHINE OF CHLORAL. 

Deering J. Roberts, M. D., editor Southern Practitioner, Nash- 
ville, Tenn., states (original paper, “Nervous Diseases and Treat- 
ment”): Neurosine (Dios) containing no opium, morphia, cocaine 
or chloral, makes it much more commendable, as we all know the 
dangers resulting from the use of such hypnotics and narcotics, 
and the general unsuitability of drugs of this class in the treat- 
ent of all nervous diseases. I have found Neurosine (Dios) so 
uniformly satisfactory that I but deem it my duty to let others 
know the benefit I have derived from its use. 


COUGH SEDATIVE, ANTISPASMODIC AND ANALGESIC 


In epidemic bronchitis and all the various allied laryngeal af- 
fections, codeine is a most valuable remedy for relief from the 
harrassing cough and pain, and when combined with antikamnia, 
the analgesic effects are harmlessly emphasized. This combina- 
tion is best administered in antikamnia and codeine tablets. No 
more fayorable combination could be had in the cough of phthisis 
and chronic bronchitis. This is abundantly attested by clinical 
data, which shows the combination to be the best succedaneum 
for opium. 

Another advantage of codeine over morphine, one of special 
value in bronchial catarrh, is that the patients not only cough 
less, but expectorate more easily than after morphine, The cough- 
dispelling power of codeine is such as to make it indispensable 
in phthisical patients, and a poirat of great importance in these 
cases in that it does not impair the appetite or digestion, and can, 
therefore, be used uninterruptedly for months. 

GEO. BROWN, A. M., M. D. 
Specialist Eye, Ear, Nose, Throat and Lungs. 
Atlanta, Ga. 


A LIQUID ANTIPYRETIC. a 
Quickness and surety of action is the desideratum of anti- 
pyretics and analgesics. That a liquid preparation would be 
more speedy in its action than a tablet or powder has always been 


acknowledged both by pharmacist and physician, but the liquid 
preparations heretofore have been unsatisfactory as regards 
surety of action. The Tilden Company has already solved the 
problem, and in Liquid Antipyretic (Tilden’s) offers the profes- 
sion a remedy that is prompt in its antipyretic action and is a 
certain anodyne. The diseases common to this season of the year 
give easy opportunity to demonstrate the superiority of this 
preparation. Indicated wherever antipyretics, analgesics and 
anodynes should be used. It is the best remedy for la grippe and 
typhoid conditions, and will give prompt relief to that symptom, 
“rheumatic sore throat,” so prevalent this season of the year. 


TREATMENT OF LOCAL TUBERCULOUS LESIONS. 


Several years ago Dr. Lawrence F. Flick, of Philadelphia 
(Journal of the American Medical Association) made the impor- 
tant observation that the introduction of europhen into the sys- 
tem by inunction and internal administration exerted a very 
beneficial alterative effect in tubercular cases. This observation 
has been confirmed by the author in later publications, and also 
by Dr. E. O. Otis, of Boston (Boston Medical and Surgical Jour- 
nay); F. W. Waugh (Charlotte Medical Journal); Dr. J. Muir, of 
New York (American Medico-Surgical Bulletin); Dr, J. L. Bar- 
ton (Medical Record) and others. Dr, Waugh administered the 
drug internally in pill form, Dr. Otis in inunctions and Drs. Muir 
and Barton in the form of intratracheal and intrabronchial in- 
jections. In view of these clinical facts it does not seem sur- 
prising that the topical application of europhen should have be- 
come one of the most efficient and desirable means oftreating local 
tuberculous lesion. Among other affectionsit has been utilized 
with especially good results in the treatment of fissure and fistula 
in ano, which are of so common occurrence in phthisical persons. 
The late Professor Jas. T. Whittaker, of Cincinnati (Ohio Medical 
Journal), was in the habit of treating ulcerations of the rectum of 
tuberculous origin by the use of europhen suppositories, contain- 
ing each five grains of the drug, and inserted at bedtime. Dr. 
Jasinski has also successfully employed it in this class of cases. 
One of the most striking examples of the curative action of euro- 
phen upon local tuberculous processes is furnished by a case re- 
ported by Dr. W. H. De Witt. of Cincinnati (Cincinnati Lancet- 
Clinic). The condition was one of extensive tuberculosis verru- 
cosa of the face, which had produced extreme disfigurement and 
had become extremely loathsome to the patient and his sur- 
roundings, owing to the horrible offensive odor of the discharges 
from the ulcerative surfaces, Although other remedies had proved 
entirely useless, the local application of a five-per-cent solution 
of europhen, in connection with the internal administration of 
the drug in one-grain doses, three times daily, effected a remark- 
able improvement, the case terminating later in almost complete 
recovery, with but slight disfigurement, considering the extent 
and severity of the lesions, . 


SPEAKER HENDERSON’S NEW ARTIFICIAL LEG. 

The Boston Evening Transcript of the 16th says: “Speaker D. 
B. Henderson, of the House of Representatives, left New York 
last night for Washington, taking with him a new artificial leg.” 
As is well known, the speaker lost one of his legs at the battle of 
Corinth. His new leg is light and pliable, and provided with ar- 
tificial knee-joints and rubber foot. This one, we are informed, 
was made by A. A. Marks, of New York. It is our experience that 
the legs made by Mr. Marks not only are more comfortable and 
wear longer, but are wonderfully useful, yet simple. By their 
use men are enabled to carry on their regular business about as 
well as those whose leg has never been injured. We have seen 
a man skating, and doing it well, who used them. 


DR. W. V. MORGAN DEAD. 

Dr. W. V. Morgan, of Indianapolis, one of the best surgeons 
and teachers of the great mid-west, is dead of cancer of the liver. 
His essentially practical contributions to medical literature will 
be mist by many thousands who—knowing him not—loved him for 
his sound, common-sense advice in subjects surgical. 


HUNTER McGUIRE DEAD. 

Dr. Hunter McGuire, of Richmond, one of the most celebrated 
surgeons of the South, died September 19. He was chief surgeon 
to Stonewall Jackson’s division of the Confederate Army. It was 
said of him that chloroform was given under his directions more 
than thirty thousand times without a death. 
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SANMETTO IN SENILE IMPOTENCE AND AS A GENERAL 
REMEDY IN GENITO-URINARY CONDITIONS AND COM- 
PLICATIONS. 

*  §anmetto has, during the past few years, pleased me. very 

much, particularly in senile cases, where impotence was and had 

been pronounced for years. As a general remedy in genito-urinary 
conditions and unpleasant complications accompanying these 
cases the results are, in the majority of cases, very satisfactory. 

: CHAS. E. BENNETT, M. D. 

1876 Detroit School of Med.; Mem. Am. Med. Assn., Ohio State 
Med. Soc.; late president Fulton Co. (O.) Medical Soc.; Surg. 
L. S. & M.S. R. R. Wauseon, O. 


CASE OF ULCERATIVE COLITIS. 
By T. J. Biggs, M. D., Stamford, Conn. 


George H—, age 32, American. Diagnosis: Ulcerative Colitis. 

The patient was admitted to the hospital May 2, 1900; had 
been a sufferer for some three months, and during that time was 
under the care of a rectal specialist in New York, but in spite of 
this got no better and the condition steadily grew worse. He 
said that at the time of the beginning of the condition, it com- 
menced with a slight diarrhea, loss of appetite, nausea and a 
slight continuous fever. At the end of a week, he began to have 
considerable pain on pressure along the transverse and descend- 
ing colon, also tormina about the umbilicus, burning pain in the 
rectum with the sensation of the presence of a foreign body, and 
a constant tenesmus. He said the stools for the first few days 
contained more or less fecal matter, but they soon changed to 
greenish, tough, transparent mucus, containing some blood and 
pus. During the tormina, nausea and vomiting were present; 
the urine was scanty and highly colored; and the number of 
stools ranged from 5 to 20 in the 24 hours. At the end of a week 
he said he was so weak that he couid not leave his bed. 


On entering the hospital, he was greatly emaciated, and so 
weak that he had to be carried from the ambulance to his bed. 
Examination shortly after his entrance showed the presence of a 
mild general peritonitis, which was chronic in form. He had 
been living on peptonized milk and various other prepared foods, 
but was able to retain but very little of it, and what he did re- 
tain distrest him greatly and gave him but feeble nourishment. 
His temperature was 101.5, pulse, 122; microscopic examination 
of the blood showed only 150,000,000 red cells to the cubic milli- 
metre, with a greatly decreast quantity of haemoglobin and an 
increase in the white cells. 


The patient was put on bovinine, half a teaspoonful in lime 
water, every hour. Also a rectal injection of bovinine, one ounce 
once in twenty-four hours, the object of this high injection being 
two fold: First, to bring about a reparative process of the mu- 
cous membrane of the bowel, and to render the lower part of the 
tract aseptic. He began to improve almost from the first. This 
treatment was continued up to May 7th, when the quantity of 
bovinine was increast to two teaspoonsful every hour, in steri- 
lized milk and lime water. The rectal injections were given once 
in forty-eight hours, and two ounces employed instead of one. 


May 12th, the bovinine was increast to a tablespoonful every 
two hours, and the rectal injections reduced to an ounce again 
and employed every third day. At this time he was free from 
pain; the peritonitis had subsided, temperature was normal, pulse 
99, evacuations were about three to four in 24 hours, not painful, 
containing no blood or pus, but some mucus. He had a desire 
for food, and when allowed some light and easily digested diet, 
retained it without any inconvenience and seemed to relish it. 

On the 20th, the bovinine was increast to a wine glassful ev- 
ery two hours, and rectal injections of bovinine pure were em- 
ployed once in 24 hours. . 


On the 25th he was up and about, feeling, as he expressed it, 
“first rate;’ had gained some nine pounds in weight, color was 
good, pulse and temperature normal, defecations two in twenty- 
four hours, no pain, slight trace of mucus. He was allowed a 
light general diet, and the bovinine continued as before. 

On June 1st he was discharged, cured. 

This case I deem of especial interest, for it was a well defined 
ease of ulcerative colitis in an advanced stage, and had resisted 
the most approved methods of treatment. Under the blood treat- 
ment, it began to improve from the very first, and went on to an 
absolute cure without a single interruption. 

It gives me great pleasure to highly commend this most val- 
uable preparation in the treatment of all these chronic bowel 
conditions. I have seen old rectal ulcers that had resisted all 
treatment, heal rapidly, and within a comparative short space 
of time. Another thing of great interest is that the mucous mem- 
brane when treated with bovinine seems to be absolutely restored 
to normal, leaving not the semblance of a cicatrix. There is no 
danger of a ptomaine poisoning from the bovinine, as it is an ab- 
solutely sterile preparation, the nutritive principles being rapidly 
absorbed, so that within an hour after their application, nothing 
is left at the site of the application but the antiseptic principles 
and immediate topical nutritive effect of the preparation. 


A BRANCH OFFICE. 


In order to more effectually serve their customers in the East, 
the Camphoral Chemical Company have opened a branch office 
at 95 Broad street, New York City. 

There they will at all times have a full stock of the Camphoral 
remedies, and orders from Eastern customers will more quickly 
be filled from that office than they could be from Parkersburg. 

All orders for introductory packages should be sent to Park- 
ersburg, as heretofore. 

The necessity for-this office speaks well for the success of the 
company, and opening it shows their enterprise. 


AN ADDITIONAL HONOR. 

We have just been advised of the award by the judges of the 
Paris Exposition to Messrs. Wm. R. Warner & Co., of Philadel- 
phia, New York and Chicago, of the highest medal prize for their 
justly celebrated pharmaceutical products. This makes the 
seventeenth world’s fair highest prize which has been awarded 
this well-known and justly celebrated firm, and we join in con- 
gratulations to Messrs. Wm. R. Warner & Co. over their well- 
merited and unbroken line of victories in competition with the 
world’s manufacturers. 


WHEN TO RETIRE. 

Early to bed and early to rise does very well for preachers 
and guys, but makes a man miss all the fun when he dies and 
joins the old stiffs that are up in the skies. Go to bed when you 
please, and lie at your ease, and you'll die just the same from a 
Latin disease.—Monthly Retrospect. 


NEW OFFICERS. 

At the last meeting of the St. Louis Academy of Medical and 
Surgical Sciences, the following officers were elected for 1901: 
President, Dr. Emory Lanphear; senior vice-president, Dr. Carl 
Pesold; junior vice-president, Dr. H. S. P. Lare; secretary, Dr. 
O. L. Suggett; treasurer, Dr. G. M. Phillips; orator, Dr. Wm. 
Porter; librarian, Dr. H. G. Nicks. 


MICHIGAN AND TENNESSEE. 

In Michigan they assess a dog one dollar for being a dog. In 
Tennessee they assess a man fifty cents for being a doctor. It 
costs half a dollar more to be a dog in Michigan than a doctor in 
Tennessee. Don’t be a dog.—Ph. Era. 


A POOR STUDENT. 

Little Boy—“Phew! It’s awful hot for spring.” 

Little Girl—“You ought to be thankful it’s no worse. S’pose we 
lived in Arkansas; wouldn’t that be awful?” 

Little Boy—“Arkansas? Why?” 

Little Girl—“You’d better study your g’ography lessons. The 
eeneny says Arkansas is famous for its hot springs.”—Good 

ews. 
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